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{F ooo}|_I INITIAL COMMENTS il {FO00}  pagy |
I
[ Arevisit was Ccompleted at East Tennessee 483.13(a) Right To Be Free Fr. i
 Health Care on March 12, 2012, following ‘J Phvsi (I}R G . From
| acceptance of an Allegation of Compliance to ~uysical Restraints
 remove the Immediate Jeopardy for F221, F272, |
| F280, F323, F490, F501, and F 520. The revisit Jj | S8=E |

| revealed the corrective actions implemented on . |
| March 5, 2012, removed the Immediate Jeopardy | | Requirements:
% but noncompliance continues at F221"E" level, | |
F280 "E" level, F323 "E" level, F490 "E" level, ' . ; yod
| F501"E" level, and F520 "E” level, as evidenced | | The resident h'?s the right to be frec
by the findings. | ’ from any physical restraints imposed

for purposes of discipline or

: Other deficiencies previously cited and not convenience, and nat required to |

| addressed on the Allegation of Compliance - !
| remain outstanding. The facility is required to treat the resident’s medical [
' submit a plan of correction for ail outstanding symptoms,
. deficiencies including the Immediate Jeopardy ! !
| deficiencies lowered in severity and scope. ' Corrective Action Plan:

{F 221} | 483.13(a) RIGHT TO BE FREE FROM {F 221}/ e [

SS=E | PHYSICAL RESTRAINTS | . As of 3/5/12, the facility is

|

| The resident has the right to be free from any | providing a safe environment

| Physical restraints imposed for pu rposes of through the comprehensive

 discipline or convenience and not raquired to ]

| ]

i treat the resident's medical symptoms, aRSGSS!f!Ent ’of each rcstdent'to I}n?fat
" the resident’s needs and maintaining

their optimal physical, mental and |

J This REQUIREMENT is not met as evidenced

oy psychosocial well being, The ‘
| Based on Guidance for Industry and FDA (Foog | nursing administration staff |
| and Drug Administration March 2008) medical | (Director of Nursing, Staffing

| fecord review, facility policy review, observation,
and interview, the facility failed to assess side .

] reils as a restraint, failed to ensure siderails did | Coordmator) conducted f
not pose a risk for entrapment, and failed to assessment 7

[ reduce or eliminate side rai| restraints for six / ) S, s ’(assest?mems fea !

| Tesidents (#41, #60, #18, #83, #55, #57) of forty | limited to: Side Rail dssessment ~

Coordinator, and MDS

——

LABORATORY DIR ECTOR'S OR PROVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (%8) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficlency which the institution may be excused from cotrecting providing it fs determined that
other safeguards pravide sufficient protection to the patients, (See instruetions, ) Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whether or not a plan of correction js provided. For nursing homes, the above findings and plans of correction ar¢ disclosable 14
days following the date these decuments are made availabie tg the facility. If deficiencies are cited, an approved plan of carrection is raquisite ta continued
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three residents reviewed.

The facility provided a Credible Allegation of
Compliance on March 5, 2012. A revigit

‘ conducted on March 12, 2012, revealed the

| corrective actions implemented on March §,

| 2012, removed the Immediate Jeopardy.

| Non-compliance for F-221 continues at a "E" level
| citation (potential for more than minimal harm).

The findings included: |
|
Validation of the Credible Allegation of |
Compliance was accomplished through medical
record review, review of facility policy, }
| observation, and interview with the nurses,
nursing assistants, ang administrative staff. The ;
! facility provided evidence fall rigk assessments
| and side rail assessments were completed for a)l
| residents, with removal of side rails when
| indicated, and evidence bed zone measurements

risk. The facility
! for all staff and
compliance.

provided evidence of in-service
random audits fo ensure

The facility will remain out of compliance at a"g"

level until it provides an acceptable plan of
| carrection to inclyde continued monitoring to
ensure the deficient practice does not recyr and
the facility's corrective measure coulg be |
| reviewed and evaluated by the Quality Assurance |
| Committee. !
|

|
I

|

I SUMMARY STATEMENT OF DEFICIENGIES ) PROVIDER'S PLAN OF GORRECTION 15)
4) D
f?I{RE)FiIX (EACH DEFICIENCY MUST BE PREGEDED By FuLL PREFIX {EACH CORRECTIVE ACTION SHOULD BE cnmgggm
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE AT
DEFICIENCY)

; d Informed Consent

{F 221} | Continued From page 1 {Fo21y) 97 e . .
(attachment 4), Evaluation for the

use of Side Ratls (attachment B), r
Pre-Restraint Assessment -
(attachment C), Physical J
Restraint Assessment (atiachment
D), or Fall Risk Assessment
/ (attachment E) completed with
date and employee title are
referenced by the resident’s
specific number identifier as
Jollows) for tesident #41, 57, 60,

83, 55, 94 and 18 for the use of
side rails/restraints and for current
’ accident prevention interventions.

(a) Upon review of the Fall Risk
Assessment on 2/6/12 com pleted by
the licensed nurse the Systematic
review of risk factors indicated a rjsk
score of 24 (high risk) for resident
#41. Based on the risk factors from
his Fall Risk Assessment it wag
| determined that he was not a
| candidate for the use of gide rails due
to impaired Judgment, incontinence,
and history of falls from his bed.
The side rails were removed on
2/6/12 by the M aintenance Director. |
The tursing administration staf ||'

communicated changes made to the |
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: !
| ‘ f ’ resident’s plan of care (removal of |
{F 221} | ConhnueF’ From page 1 ' {F221) side rails and low bed with one mat) |
| three residents TawEd, : i to the direct carcgivers on the Nurse |
| The facility proviced a Credible Allegation of ! Aide Communication Worksheet ang
| Compliance on Marcfjl 5, 2012, A revisit ' | the Care plans on 2/6/12. Op 2/ 712
conducted on March 2, 2012, revealed the , : '
Gorrective actions implemented on March 5, & telephone order was obta_med by (
| 2012, removed the Immediate Jeopardy, the charge nurse and the Director of
| Non-compliance for F-221 continues at a "¢~ levei Nursing to discontinye the resident’s
1 citation (potentia| for more than minimal harm). bed and chair alarm and yse sensor
‘ The findings included. pressure pad for his bed and chair,
! The resident remains on low bed .
’ gandal’{ion of the Crr-zdi!:ylel Agegaﬁon ofh I |' | with one mat at bedside after |
ompliance was accomplished throug medica <t
i' record review, review of facility policy, rece].v l.ng * telephore order frc.}m th:a
| bservation, and intarview with the nurses physician on 2/23/12. The resident 1
| hursing assistants, and administrative stafr The care plan was updated on 2/24/12 by
Lafgﬂgs_fdpr?::iaed ewdenc? fall risk asaelstsn;efnts ) | the Interim MDS Cootdinator to ‘
na side rail assessments were completad for g
residents, with remova of side rails when | Teﬂect th.c N Or_dcrs and' J
Indicated, and evidence pegd Z0ne measurements nterventions (other interventions: |
wekre %t:ta ;rnec!i t;o redqé:edor egmmate entrapment involve in activities, slip resistant |
Tis e facility provided evi ence of in-service in the siohs
J for all staff ang random audits to ensure ' foetaenr, R place futhie gl of |
compiiance. | staffwhen awake, rest periods as
|'- . : I needed, family at bedside sessions
he facility wif remain out of compliance at 5 "g* i
| iy € throughout the g , get
| level until jt Provides an aceaptapje plan of "oue O. s 8ok patisnt up
comection ta include continyeg reonitoring to When trying to get out o bed, offer
J Eer;s?;i Jﬁ;e deﬁciecr:t practice does n;:st tJ;et:.ur and ' snacks, attempt to keep resident dry
: S corrective measure could he | or clean i i
| reviewed ang evaluated by the Quality Assurance | ‘ . cé“ Immefd tately after
| Committee, Incontinent episode), The care plan
| Was audited by the Nus ing |
' | Administration Staff to ensure that [
[ r the plan of care had been updated to '
! _ reflect the tesident’s current statug on ‘
| 2/24/12. Resident wag hospitalized |
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{F 221} |’ Continued From page 1
| three residents reviewed. .
' The facility provided a Credible Allegation of
.' Compliance on Mareh 5 2012, A reviajt
| conducted on March 12 2012, revealed the

| corrective actions implemented on March 5,
J 2012, removed the Immediate Jeoparady,

I
| The findings includeg:
Validation of the Gredible Allegation of

| récord review, raview of facility policy,
| Observation, ang interview with the nurses,

| residents, with removal of side rails when

The facility wj] remain out of compliance at
level until it Provides an acceptable plan of

| reviewed and evaluateq by the Quality Assurance |

}' Committee,

|

' Non-compliance for F-221 continues-at a "E" level
| citation (potential for more than minimal harm).
| Compliance was accomplished through medical

| nursing assistants, and administrative staff. The
! facility provided evidence fall risk assessments
and side raj| assessments were completed for al

| 'sk. The facility provided evidence of in-service

(' {F 221} |

|' indicated, and evidence bed zone measurements J
were obtained to reduce or eliminate entrapment i

i

from 2/24/12 to 37211 2, returning ‘
with a change in medical status. The
Fall Risk Assessment Updated on 1
3/5/12 by the Director of Nursing
reflects that resident no longer
attempts to sejf transfer, requiring
assistance of 2 for transfers. The
resident no longer requires constant
Supervision for the prevention of
falls. He is on the Fajls Reduced Our
Goal, FROG, (attachment G)
Program that provides closer
observation from various staff
members. Resident was
transferred to the hospital again
on 3/9/12 after visit by attending
physician. MDS Coordinator
| completed a discharge assessment
( on 3/9/12. Resident wag
readmitted on 3/15/12 with
admitting Charge Nurse |
completing Fall Risk Assessment !
and Evaluation for the Use of '
Side Rails with the
Tecommendation to be that side
rails were not indicated at that _
| time. Resident’s care plan was |
updated on 3/21/12 with 4
significant change assessment.
| Resident’s care plan i updated
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J The facility provided a Cred ible Allegation of

' Compliance on March 3, 2012, A revisit

: conducted on March 12, 2012, revealed the
corrective actions implemented on March 5,
2012, removed the Immediate Jeopardy,

The findings included:
Validation of the Credible Allegation of

record review, review of facility policy,
cbservation, and interview with the nurses,

facility provided evidence fall risk assessments

_res_ldents, with removal of side rails when

|' compliance,

[ level uptfl it Provides an acceptable plan of

the facility's corrective measura could be

Committee,

|

|

Non-compliance for F-221 continues at a "E" level
citation (potential for mare than minimal harm).
Compliance was accomplished through medical

f nursing assistants, and administrative staff The

and side raijf assessments were completed for a|

| The facility will remain out of compliance at a "g" |

[ ensure the deficient Practice does not recur and

reviewed and evaluateq by the Quaiity Assurance |

(Xd) 1D SUMMARY STATEMENT OF DEFICIENCIES D ' PROVIDER'S PLAN OF CORRECTION (%s)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FuLL PREFIX ‘ (EACH CORREGTIVE ACTION SHOULD RE COMPLETION

TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

| }  DEFICIENCY) ‘

|
: - : 3 ITS€ OF
{F 221} | Continued From page 1 ' {F221)| Per MDS and/or Charge Nurse on |
three residents reviewed. ongoing bases and as needed with

any new orders, interventions, or |
changes. i

(b) Resident # 60) The side rails |
| that were in place during the ‘
| survey were immediately changed
| to full anti-entrapment rails (prior }
[ to the exit of the surveyors) on

2/6/12 by the Maintenance '

Director. The measurements for
the bed zones were obtained by r
' the Maintenance Director og {
2/6/12 using a standard tape
measure. The Side Rail
Assessment and Informed
' Consent Form (one form) was
| later completed by the Staffing
Coordinator on 2/6/12 for the use
J of side rails with a reduction from .|
‘ full side rails to % side rails after |
| receiving a physician’s order for
the use of ¥ rails by the Staffing
Coordinator (after the exit of the
surveyors for the evening) that
were changed out per the |

|
|] Maintenance Director. The bed (
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| by the Maintenance Director on

SUMMARY STATEMENT OF DEFICIENGIES o | PROVIDER'S PLAN OF CORREGTION (x5)
| (EACH DEFICIENCY MUST BE PRECEDED 8y FULL PREFIX | (EACH GORRECTIVE ACTION SHOULD BE GOMHF:._II_EgloN
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| ‘ DEFICIENCY)
l H
. ( Z0ne measurements were obtained
Continued From page 1 {F221)

three residents reviewad

|

[ The facility provided a Gredible Allegation of

! Compiiance on March 5, 2012. A revisit

| conducted on March 12, 2012, revealed the |

| corrective actions implemented on March 5, |

| 2012, removed the Immediate Jeapardy. |

[ Non-compliance for F-221 continues at 2 " levet |
citation (potentlal for more than minimal harm). |

The findings included: |

‘ Validation of the Crediple Allegation of |

Compliance wag accomplished through medical |
| record raview, raview of facility policy, |
| observation, and interview with the nurses,

| risk. The facility provided avidence of in-service

{ for all staff ang randoem audits to ensure

| comipliance.

' The facility will remain out of compliance at a

| level until it provides an acceptable plan of
correction to incluge continued monitoring to
&nsure the deficient Practice does not recyr and
the facility's Gorrective measure could be

' reviewed and evaluated by the Quality Assurance
| Committee. |
i :

FIEI‘ |.

|

| 2/6/12. A Pre-Restraint f

.' Assessment was completed on

|J 2/21/12 by the Staffing (
Coordinator that indicated side

rails being used as a restraint and

| assisting the resident with !

| position changes. An Evaluation |

’ for the use of Side Rails wag |

- completed on 2/23/12 by the '

l Staffing Coordinator with a
reduction of side rails from ¥4 side |
tails to % side rail in combination |
with a low bed. The bed/side rails I
were changed out by the I
Maintenance Director;
measurements were obtained op }

’ 2/23/12. The care plan was [

| audited by the Nursing

Administration Staff to ensure

that the plan of care had been

updated to reflect the resident’s

’ current status on 2/26/12.

Resident was transferred to

hospital on 2/26/12, The Interim

MDS Coordinator completed a

Discharge Assessment on 2/29/12

ii which reflected the use of side |

Event ID: BDAD12
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DEFICIENCY)
!
[ rails as a restraint (as Y4 rails were
{F 221} Continued From page 1 PN e until 2/23/12 during the 7
three residents reviewed. i
! day look back period). The
| The faci lity provided a gredibée ﬁ!egation of resident was reassessed upon
- Compliance on March 5, 2012, revisit . T
conducted on March 12, 2012, revealed the return to the facility on 3/12/12 by
carrective actions implemented on March 5, the admitting Charge Nurse who
2012, removed the Immediate Jeopardy. completed an Evaluation
Non-compliance for F-221 continues at a "E" leve! ap . E aion for t.he
citation (potential for more than minimal harm), use of Side Rails and a Fall Rjsk
he findings included [ Assessment with the
The findings included: recommendation for no side rails
Validation of the Credibla Allegation of J indicated at this time. The MDS [
Compliance was accomplished through medical : 5
record review, review of facility palicy, Coordu-latyo_r completed a 5 dary
observation, and interview with the nurses, | Readmission Assessment on
! Pur;itr;g assiiftints‘_ dand ac;m”inﬁsrcrathre stafi. '{he 3/22/12. (A 14 day Assessment |
acllty provided evidence fall rigk assessments ,
and side rail assessments were complsted for al | | Was completed on 3/29/12). |
residents, with removal of side ralls when | | Resident’s care plan is updated |
indicated, and evidenca bed zone measurements | ;
| Were obtained to reduce or eliminate entrapment _| [| per MDS Aoy Charge Nurse o
‘ risk. The facility provided evidence of in-gservice i { anongoing base and as needed
| for all staff and random audits to ensure ‘ with any new orders,
I compliance, . 3
| nterventions, or changes, |
' The facility wil remain out of campliance at a "g» [
| fevel until it provides an acceptable plan of (c) Resident #1g 1 i i
| correction o include continued monitaring to that 2t 710 The ,Slde rails |
| ensure the deficient practice does not reaur and Were in place during the
| the facility's corrective measure could be J survey were immediate]y changed |
| 'eViewed and evaluated by the Quality Assurance to full ant; ;
Commitiee. | L anti-entrapment rajjs oq
2/6/12 by the Maintenance
| Director aftey Teceiving
FORM CMS-QSS?{(L?LQQ) Provious Versions Obeolata Event ID: 8paD12 =
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[ hysician’s order. The
{F 221}1 Continued From page 1 {F 221} ROy

[

|
|
1
|

l The facility provided a Credible Allegation of

i conducted on March 12, 2012, revealed the

three residents reviewed,

Compliance on March 5, 2012, A revisit

gorrective actions implemented on March 5,
2012, remaved the Immediate Jeopardy.
Non-compliance for F-221 continues at a "E" [ave|
citation (potential for more than minimal harm),

The findings included: |

Validation of the Credible Aliegation of |
Compliance was accomplished through medical
record review, review of facility policy,
Observation, and interview with the nurses,
nursing assistants, and administrative staff The

facility provided evidence fall risk assessments
and side rail assessments were completed for all |
fesidents, with removal of side rails when
indicated, and evidence bed zone measuraments
were obtained to reduce or eliminate entrapment
risk. The facility provided evidence of in-service
far all staff and random audits to ensure
compliance.

The facility will remain out of compliance at a "g"
level until it proviges an acceptable plan of
correction to includa continued monitoring to
ensure the deficiant practice does not recyr and
the facility's corrective measure could be

reviewed and evaluateqd by the Quality Assurance
Committee,

|

FORM GMs-25

57(02-99) Pravious Versians Obsoletr Event ID;9beD2

measurements for the bed zones
were obtained by the Maintenance
Director on 2/6/12 usin ga
standard tape measure with
measurements. The Staffing
Coordinator wrote a narrative

note in the murses notes on 2/6/12
describing the resident with
limited functional status using the
side rails as a restraint. A Physical |
Restraint Assessment wag
updated on 2/6/12 by the Staffing |
Coordinator for the use of side |
| Tails. A Side Rail Assessment

} and Informed Consent was signed
| by the family on 2/13/12. On

| 2/20/12 the MDS§ Coordinator

| completed an Evaluation for use '
J of Side Rails with g reduction in
| side rails from full (antj-
|

|

entrapment) to % rails, the
| physician was notified and order
} was obtained for ¥4 rails, The
measurements for the bed zones
were obtained by the Maintenance
| Director on 2/20/12. Op 2/23/12
. the resident was evaluated again |
| for side rail reduction by the !

|
Facility iD; TNB201

'—‘—-——__.___
if continu:ation shee: Page 24f3g



p4/@2/2012 @8:11

4234424465

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

EAST TN HEALTH CARE

AGE 11799

PRINTED: 03/14/2012
FORM APPROVED
OMB NO. 0938-0291

STATEMENT OF DEFICIENGIES M1 F’ROVIDERFSUPPLFER.:’CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY —[
AND FLAN OF CORRECTION I'DENTFFICATIDN NUMBER: CDMF‘LETED
A BUILDING R
445457 B, WING = 03/12/2042

NAME CF PROVIDER OR SUPPLIER

EAST TENNESSEE HEALTH CARE

STREET ADDRESS, CITY, STATE, 2IP CODE
485 ISBILL RD

MADISONVILLE, TN 37354

f three residents reviewed.
|
| The facility provided a Crediple Allegation of
: Compliance on Mareh 5, 2012, A revisit
| conducted on March 12, 2012, revealed the
corrective actiong implemented on March 5,

2012, removed the Immediate Jeopardy.
Non-compliance for F-221 continues at » "E" leve)
citation (patential for more than minima harm).

The findings included:
Validation of the Credible Allegation of

Compliance was accomplished through medical |
record review, raview of facility policy. f

observation, ang interview with the nurses,
nursing assistants, ang administrative staff The
facility pravided evidence fall rigk assessments
and side rail assessments were completed for a|

The facility wif remain out of compliance at g "g»

level untit it provides an acceptable plan of

ensure_t.he deficient practice does not recur ang
the facility's corrective measure could be

| Teviewed and evaluateg by the Quality Assurance
r Committee,

|
| |

| | |
FORM CMSQSS?[DE‘-E-Q) Pravious Versions Obselela Event ID: 9peb1 o

Faellity ID: TN6201

(%4) ID SUMMARY STATEMENT OF DEFICIENGIES | D i PROVIDER'S PLAN OF CORREGTION (Xs)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL | PREFIX (EACH CORRECTIVE ACTION SHDULDHBE_ COMPLETION
TAG REGULATORY CR LSC IDENTIFYING INFORMATION) ‘ TAG | CROSS-REFERENGED Tr TuE APPROPRIATE DATE
| DEFIGIEN
; l il
| | .
(F 221}| Continued From page 1 (F221y|  Staffing Coordinator, the

resident’s side rails was
eliminated and the resident was
placed on a low bed with mats.
The Physical Restraint
Assessment was completed on
2/28/12 by the Staffing
Coordinator for the elimination of
side rails and the use of 2 low bed
with mats after receivin ga
physician’s order. The care plan l
was audited by the Nursing
Administration Staff to ensure .
that the plan of care had been

updated to reflect the resident’s
current status on 2/29/12. On i
3/5/12 resident rolled out of bed

with a small laceration to upper

lip with intervention to check
placement of furniture and

remove 1f in pathway, Keep room
free of clutter for safety, Bowel

and bladder program to determine f
habit time, and Falls Reduced Qur |
Goal. FROG Program. Care plan

was updated to reflect new
interventions for 3/5. 3/13

resident was found in room 129
bathroom with one shoe on. J

——
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DEFCIENS
| 5 ol
l : . e P— T S
F 291 ’ ” 4 | Resident had gotten up from her
22 Continued Fro e W P .
g ' | wont ) e | {F221) wheel chair in another resident’s
| three residents raviewed.

FORM CMS-EE!BT{GZ-QQ} Previous Versions Obzalate

| :
| The facjlity provided a Credible Allegation of ‘
' Compliance on March 5, 2012, A revisit
conducted on March 12, 2012, revealed the I
corrective actions implementeq on March 5,
2012, removed the Immediate Jeopardy.
Non-compliance for F-221 continues at a "E" level
citation (potential far more than minimal harm).

The findings included:

Validation of the Credible Allegation of

Compliance was accomplished through medical |

record review, raview of facility poficy,

observation, ang interview with the nurses,

| hursing assistants, and administrative staff. The |
facility provided evidence fall risk assessments
and side rail assessments were completed for alj }

| residents, with removal of side rails when '

|
|

room, with interventions for
} proper footwear (nonskid) replace
footwear when resident removes
as allows with physical therapy to
screen, On 3/135, further
intervention was added to get up |
J after breakfast as desires afior |
further investigation of fal] on i
. 3/13. Fall on 3/17 where resident
| rolled from the bed in her sleep, !
- bed was in lowest position with |
| mats on both sides, no injury
noted, intervention 10 add pool
. noodles to define perimeter of the
bed with all above interventions
’ added to the care plan as
implementcd. Resident’s care
1 plan is updated per MDS and/or
Charge Nurse on an ongoing

| bases and as needed with any new |
orders, interventions, or changes.

(d) Resident #83 The ‘
recapitalization orders were '
J signed by the physician Jor 2/2/12 /

included an orcer Jor the use of
| Side rails, An assessment was ;

Event ID: 9DgD1 2
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|

1

1 2012, removed the Immediate Jeopardy.

| Validation of the Credible Allegation of

 far all staff and random audits to ensure

| ensure the deficient practice does not recur and

threa residents reviewad.

The facility provided a Credible Allegation of
Compliance on March 5, 2012. A revisit

conducted on March 12, 2012, revealed the
corrective actions implemented on March 5,

Non-compliance for F-221 continues at a "E" level
citation (potential for mare than rminimal harm).

The findings included:

Compliance was accomplished through medical
record review, review of facility policy,
observation, and interview with the nursas,
nursing assistants, and administrative staff, The
facility provided evidence fall risk assessments
and side rail assessments were completad for all
residents, with removal of side rails when
indicated, and evidence bed zone measuremants
were obtained to reduce or eliminate enfrapment
risk. The facility provided evidence of in-service

comipliance.

The facilli'ty will remain out of compliance at a "E"
level until it provides an acceptable plan of
correction to include continued monitoring to

the Tacility's corrective measure could be

reviewed and evaluated by the Quality Assurance
Committee,

SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION \ _x8)
il (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE coMFLETION
TAG REGULATORY OR 1L.SC IDENTIFYING INFORMATION) TAG CROSSREFERE%FE?];O(THE APPRORRIATE
DEFCIENGY ~
: completed on 2/6/12 using a Pre-
{F 221} | Continued From page 1 {F 221}

Restraint Assessment for the use ‘l
of % side rails completed by the ‘
MDS Coordinator indicating a
restraint was recommended ,
related to cognitive impairment, ‘
requiring physical assistance, and
unaware of safety issues. On
2/20/12 an Evaluation for the use
of Side Rail Assessment was
completed by the MDS
Coordinator indicating the
resident was unaware of safety
needs, cognitive impairment, and
requiring physical assistance
utilizing % side rails. A new
Evaluation for the use of Side
Rails was completed on 2/23/12
by the Director of Nursing for the
reduction of side rails from % to
¥2. The resident’s Physical
Restraint Assessment was
updated on 2/23/12 by the '|
Director of Nursing for the ‘
restraint reduction and new orders |
received for the use of % side '
|

rails. On 2/28/12, an Evaluation
for the use of Side Rails and
Physical Restraint Assessment

FORM CMS-2567(02-99) Pravisus Versions Obsoleta

Event ID: 8D8D12
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three residents reviewed,

The facllity provided a Credible Allegation of
Compliance on March 5, 2012, A revisit

| conducted on March 12, 2012, revealed the

corrective actions implemented on March 5,
2012, removed the Immediate Jeopardy.
Non-compliance for F-221 continues at a "E" Jevel
citation (potential for more than minimal harm).

The findings included:

Validation of the Credible Allegation of
Compliance was accomplished through medical
record review, review of facility policy,
observation, and interview with the nurses,
nursing assistants, and administrative staff. The
facility provided evidence fafl risk assessments
and side rail assessments were completed for all
residents, with removal of side rails when
indicated, and evidence bed zane measurements
were obtained to reduce or gliminate entrapment
risk. The facility provided avidence of in-service
for all staff and random audits to ensure
compliance.

The facility will remain out of compliance at a "E"
level until it provides an acceptable plan of
correction to include continued monitering to
ensure the deficient practice does not recur and
the facility's corrective measure could be
reviewed and evaluated by the Quality Assurance

Committee,

R
445457 B W 0311212012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
} 466 ISBILL. RD
EAST TENNESSEE HEALTH CARE MADISONVILLE, TN 37354
i ; F CORRECTION (X5)
MARY STATEMENT OF DEFIGIENCIES ! o] PROVIDER'S PLAN Ol e
IE;TE)I:IE)){ (EAOSIEngFlmENCY MUST BE PRECEDED BY FULL | PREFIX | (EACH CORRECTIVE Ac:rrll_?;d :‘S:ﬁ%rgﬂ?f*p cr.mg';.‘r g ON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CRDSS—HEFEREQSE{‘: hT:O PROPRIATE
E was completed by the Director of
{F 221} ! Continued From page 1 | {F 221}

Nursing indicating the elimination
of a rails and placed on low bed

with mats. The care plan was
audited by the Nursing

Administration Staff to ensure
that the plan of care had been
updated to reflect the resident’s |
current status on 2/29/12. Care |
plan is current to resident’s status |
and is updated per MDS and/or
Charge Nurse on an ongoing
bases and as needed with any new
orders, interventions, or changes.

(e) Resident # 55 was assessed using
a Pre-Restraint Assessment (used due
to the use of side rails as restraint)
was completed on 2/6/12 by the

- MDS Coordinator indicating that a

| restraint (3/4 side rail and geri chair)
| was recommended duc to cognition
impaired, physical limitations, and
history of falls. The care plan was
audited by the Nursing
Administration Staff to ensure that
the plan of care had been updated to
reflect the resident’s current status on
2/6/12. No further assessments
could be completed due to the
resident expiring on 2/16/12.

i |
| |
1
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SUMMARY STATEMENT OF DEFIGIENCIES o PROVIDER'S PLAN OF CORRECTION (x5
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- . . —_— (f) Resident # 57 A telephone order
{F 221} ;ontm::_c‘ij ;:?;1 péi]ieci { } was received from the resident’s
8 ras| 1 . s ] o
| thre Gy physician for the use of % side rails
 The facility provided a Credible Allegation of on 2/10/12. The resident was
|' Ccn;p!i?n;;e or;ﬂ Mari::i: é’a 22311;. A ra\;isétth assessed on 2/20/12 using the
conducted on March 12, . Tevealed the ; . :
‘ carrective actions implemented on March 5, Eva]uation‘for use-of S“.ie Kails (for
12012, removed the Immediate Jeopardy. the evaluation of side rail use)
- Non-compliance for F-221 continues at 3 "E” level indicating the use of % side rails by
citation (potential for more than minimal harm). the Staffing Coordinator. A Pre- |
The findings incluged: Restraint Assessment was completed
on 2/21/12 by the Director of
ga{ idal'r.:ion of the Grediblei A::e%att;on ofh | Nursing that indicated side rails are
ompliance was accomplished t raugh medica -
record review, review of facility policy, WseCae restral_.nt. Ondia/is
observation, and interview with the nurses, another Evaluation for the use of
nursing assistants, and administrative staff. The Side Rail was completed by the
facmty prov_ud-ed evidence fall risk assessments Staffing Coordinator indicating the
and side rail assessments were completed for all limination of % side rai :
residents, with removal of side rails when e fmma "f‘m Ot 72 side rails (no side
indicated, and evidence bed zone measurements rails are in place at this time). As of
1:;J:kre r?_tﬁ:eaifge?i tt;? r?éiqsedor gitiiminate 1:c_~_ntraprnen'c 2/24/12 the resident’s interventions
; Cliity pravided evidence of in-service : : : :
for all staff and random audits to ensure m:_:lude. the locking of wheel chair
compliance. prior to transfer, offer rest periods,
. o _ assist to the bathroom during tounds
The facullt)_r will remain out of compliance at a "g" and as needed, bed in lowest
level until it provides an acceptable plan of P liag
eorrection to include continued monitoring to | Position, a chair sensor pad. The care
f ensure the deficient practice does not recur and J plan was andited by the Nursing
i :gsi ;&;gc;i:jty: gorreTtiute (r;ngas#re could be Administration Staff to ehsure that
nd ev. i
| Commities., - ared by the Quality Assurance the plan of care had been updated to
| reflect the resident’s current status on |
2/29/12. The resident's care plan |
II |' Wwas reviewed by the Director of
| Nursing on 3/7/12 and evaluated for
| ‘ i fall prevention Strategies and deemed

FORM CMS-2667(02-99) Provious Verslons Obsolete
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the intervention for constant
{F 221} | Continued From page 1 {F 221}

three residents reviewad.

The facility provided a Credible Allegation of

. Compliance on March 8, 2012, A revisit
conducted on March 12, 2012, revealed the

| corrective actions implemented on March &

| 2012, removed the Immediate Jeopardy.

. Non-compliance for F-221 continues at a "E" lave

[ citation (potential for more than minimal harm).

The findings included:

Validation of the Credible Allegation of
Compliance was accomplished through medical
record review, review of facility poticy,
| observation, and interview with the nurses,
| hursing assistants, and administrative staff,. The
| facllity provided evidence fall risk assessments |
| and side rail assessments were completed for all |
residents, with removal of side raiis when
indicated, and avidence bed zone measurements
were obtained to reduce or eliminate entrapment
I risk. The facility provided evidence of in-service
|

for all staff and random audits to ensure
compliance.

level until it provides an acceptable plan of
correction to inclyde continued monitoring to
f ensure the deficient practice does not recur and
| the facility's carrective measure could be

reviewed and evaluated by the Quality Assurance
Committee,

| |

| |

J‘ The facility will remain out of compliance at a "g"

supervision during toileting was
inappropriate. After review of
current interventions on 3/7/12 by
the Director of Nursin g and further
investigation of the incident {with
intervention not to leave unattended)
it was determined that the
intervention was implemented before
a full root cause analysis was
conducted (the intervention was
removed as of 2/24/12 interventions
above). Asof 3/22/12, current
interventions, the resident remains on
the FROG (Falls Reduced Our Goal)
program, participates in restorative
with ambulation “walk to dine
program”, low bed with mats,
antiroll back brakes, the locking of
f wheel chair prior to transfer, offer
rest periods, ask resident frequently
' on rounds if she would like anything
or needs assist to the bathroom
during rounds and as needed, further
monitoring and interventions will
continue to prevent falls, Resident’s
care plan is current and updated
per MDS and/or Charge Nursc on |

an ongoing bases and as needed
with any new ord ers,
interventions, or changes,

| |

FORM CMS-?SG?{U?-BQ) Previous Versions Obsolote Event ID;9D8D12
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three residents reviewed,

|| The facility provided a Credible Allegation of

| Compliance on March 5, 2012, A revisit
conducted on March 12, 2012, revealed the
corrective actions implemented an March 5,
2012, removed the Immediate Jeopardy.
Non-compliance for F-221 continues at a "E" level
citation (potential for more than minimal harm).

| The findings included:

Validation of the Credible Allegation of
Compliance was accomplished through medical
record review, review of facility palicy,
observation, and interview with the nurses,
nursing assistants, and administrative staff. The
facility provided evidence fall risk assessments

! and side rail assessments were completed for a1l |

" residents, with removal of side rails when
indicated, and evidence hed zone measurements
were obtained to reduce or eliminate entrapment
risk. The facility provided evidence of in-service
for all staff and random audits to ensure

! compliance.

The facility will remain out of compliance at a "E"
level until it provides an acceptable plan of
correction to include continued monitoring to
ensure the deficient practice does not recur and
the facility's corrective measure ¢ould be

reviewed and evaluated by the Quality Assurance
| Committee,

D | SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN QF CORRECTION xs)
| (EAGH DEFICIENGY MUST SE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG | REGULATORY QR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
\ DEFICIENGY)
| | —
{F 221} | Continued From page 1 F 221} 2. (a) The Nursing Administration

Staff(Director of Nursing, MDS
Coordinator, and Staffing
Coordinator) reviewed all
residents using side rails,
assessing and coding the
resident’s assessment correctly.
Residents using side rails as a
restraint were identified and care
planned accordingly. A
comprehensive assessment was
completed; interventions were
modified as needed and placed on
the individuals care plan. The
Administration Team
(Administrator, Director of |
Nursing, and Assistant Director of |
Nursing, Maintenance Supervisor,
Social Services/Admissions
Director, MDS Coordinator, Food
Service Supervisor, Activity
Director, and/or Medical
Director) developed a Side Rail
Policy with the involvement of
the Medical Director with
implementation on 2/28/12 to
include the utilization of the
Evaluation for the use of Side
Rail Assessment.

(h) A total of 65 residents were
identified on 2/6/12 as having
side rails attached to their bed

FORM CMS-2567(02-39) Previous Verslons Obsnleta Event ID; 808012 Facility IT;, TN&201 If continuation sheet Page 2 of 38
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{F 221} | Continued From page 1

three residents revieawed.

The facility provided a Credible Allegation of
| Compliance on March 5, 2012, A revisit
conducted on March 12, 2012, revealed the
corrective astions implemented on March 5,
| 2012, removed the Immediate Jeopardy,

+ Non-compliance for F-221 continues at g "g» level
| citation (potential for more than minimal harm).

| The findings includeq:-

‘ Validation of the Crediple Allegation of

| Compliance was accompilished through medical |
record review, review of factlity poticy, i
observation, ang interview with the nurses,
NUrsing assistants, and administrative staff. The '
facility provided evidence fall risk assessments

: and side rail assessments were completed for aj)
residents, with removal of side rajis when

| compliance. |
|.

' The facility will remain out of compliance at 3 "E"
level untjl ji Pravides an acceptable plan of
correction to include continued mon itoring to
€nsuire the defigient practice does not recyr and
the facility's Corrective measure could ha
reviewed and evalyateq by the Quality Assurance |

| Committee.

frame (ranging from ¥ to full side
{F 221}, , R .
} 1ails). The nursing administration
Team (Director of Nursin g,
Staffing, Coordinator and MDS
Coordinator) assessed residents
using side rails utilizing the
Evaluation for the use of Side
Rails on 2/28/12 and 2/29/12,

These tools (Side Rail
Assessment and Informed
’ Consent Form, Evaluation for the
use of Side Rails, Pre-Restraint
| Assessment, and the Physical
| Restraint Asscssment) were used (
- for the purpose of assessing [
| residents using side rails to
| determine if side rails were |
f needed and/or could be reduced,;
l
|

notification of family and/or
resident of the use of side
rails/restraints, to determine if a '
restraint was recommended, and '
to review the resident for possible

| reduction of a restraint. The Pre-

| Restraint Assessment was
completed for residents using side |
rails as restraints to assess i

| Tesidents using side rails to

! derermine if side rails were ’

Event IN: 8DaD12
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| 2012, removed the Immediate Jeapardy.
| Non-compliance for F-221 continues at a "E" lave|

| risk. The facility provided evidence of in-service
i far all staff and random audits to ensure

|

three residents reviewad.

The facility provided a Credible Allegation of
Compliance on March 5, 2012. A revisit

conducted on March 12, 2012, revealed the
corrective actions implemented on March 5,

citation (potential for more than minimal harm).

The findings included:

Validation of the Credible Allegation of
Compliance was accomplished through medical
record review, review of facility policy,
observation, and interview with the nurses,
nursing assistants, and administrative staff. The
facility provided evidence fall risk assessments
and side rail assessments were completed for all
residents, with removal of side rails when
indicated, and evidence bed Z0Nne measuraments
wera obtained to reduce or eliminate entrapment

compiliance,

The facility will remain out of compliance at a *g"
level until it provides an acceptable plan of
correction to include continued monitoring to
ensure the deficient practice does not recur and
the facility's corrective measyre couly be !

reviewed and evaluated by the Quality Assurance
Committea,

JI
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445457 B NN 031272012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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EAST TENNESSEE HEALTH CARE MADISONVILLE, TN 37354
' SUMMARY STATEMENT OF DEFICIENGIES iD PROVIDER'S PLAN OF CORRECTION (553
éﬁz)rlﬂ (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
: recommended as a restraint on
{F 221}| Continued From page 1 {F 221}

2/28/12 by the Nursing
Administration Team, with
findings documented on the
resident’s individual assessment
form (Side Rail Assessment and
Informed Consent Form,
Evaluation for the use of Side
Rails, Pre-Restraint Assessment
and/or the Physical Restraint
Assessment). Through the
individual resident assessment
and monitoring of side rail use,
the facility has been able to
reduce the use of side rails with a
current total of 4 residents (no fyll
rails). Side rails that were
reduced or removed by the
Maintenance Director based on
the resident’s individual
assessment results by nurse
administration beginning on
2/6/12 through 2/29/12. The
Maintenance Director and the
Maintenance Assistant obtained
" measurements of all remaining

side rails using a standard tape
measure. Measurements were
obtained with the bed in a flat and
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' SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION x8)
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; ' iculated position. All findings
{F 221} Continued From page 1 | (Fa2n articulated p ding
three residents reviewed. i met the FDA recommendations as

referenced in the FDA Hospital
The facility provided a Credible Allegation of : : |
S (e 5,2012. A revisit Bed System Dimensional and
| conducted on March 12, 2012, revealed the Assessment Guidance to Reduce
corrective actions implemented on Mareh 5, Entrapment. Any side rail that
2012, ramoved the Immediate Jeqpardy. & ide the FDA
Non-compliance for F-221 continues at 2 "E" levet measured outside the :
citation (potential for more than minimal harm), recommendations were replaced

indinas i as needed with anti-entrapment
The findings included: ) ;
? tails, shorter side rails (1/4, %,

Validation of the Gredibla Allegation of and 3/4) or eliminated as needed

Compliance was accomplished through medical

record review, review of faciiity policy, | based on the resident’s i
observation, and interview with the nurses, assessments and/or for non-use.
nursing assistants, and administrative staff. The : o
facility provided evidence fall risk assessments @) . The resident's B hy'm,mn’
and side rail assessments were completed for all family member and/or residents
residents, with removal of side rails when | were made aware of side rajl
Indicated, and evidence bed 20ne measurements ; .
were obtained to reduce or eliminate entrapment assessments/restraint findings on
;isk. “Thef;‘acfgty provided evidence of in-service 16/12, obtaining new orders as
or all staff and rand i .

| complialnce. andom audits to ensure needed by the Nursing

' Administration Team, the Jamily
The facility will remain out of compliance at 3 "E" ] ]

o] : and/or resident provided verbal

level until it provides an acceptable plan of a : 8

| Sorrection to include continued monitoring to consent for the use of side

ensure the deficient practice does not recur and tail/restraint as indicated,
[ the facility's corractive measure could be

reviewed and evafuated by the Quality Assurance C?ugomg coarnxmumu‘:atlon W:JH e
Committea. discussed with families/residents

i ' regarding the use of side rails and

‘ restraint upon admission and/or as
' | I assessment {indings change, by
' ' the Admission Coordinator,

| |
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three residents reviewed,

The facility provided a Cr
- Compliance on March 5.
conducted on March 12,

corrective actions implemented on March 5,

edible Allegation of
2012, A revisit
2012, revealed the

2012, removed the
Non-compliance fo

Immediate J eopardy.
rF-221 continues at 3 "g"

FORM CMS-ESH?{DE-QQ} Pravigus Verslang

: level
citation (potential for more than minimal harm),

' The findings included:

| Validation of the Credible Allegation of
Compliance was accamplished through medica

record review, review of facility policy,
observation, and interview with the nurses,
nursing assistants, and administrative staff The
facility provided evidence fall risk assassments
] and side rail assessments were completed for a|
residents, with removal of side rails when
{indicated, and evidence bed zone measurements
were obtained to reduce ar eliminate entrapment
risk, The facility provided evidence of in-service

far all staff ang random audits to ensure
i compliance.

Obzolete Event 1D; 9DaD1 2

STATEMENT OF DEFICIENCIES xn PROWDER-‘SUPPL[ER#CL!A (X2) MULTIPLE CONSTRUCT[ON {X2) DATE BURVEY
AMND PLAN OF CORRECT|ON IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
B, WING R
445457 ' 0311212012
NAME OF PROVIDER OR SURPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
EAST TENNESSEE HEALTH CARE 465 ISBILL RD
MADISONVILLE, TN 37354
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES [[w] FROVIDER'S PLAM OF CORRECTION {%5)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREF[X (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE 0ATE
) DEFICIENCY)
i Charge Nurse or Nurse
{F 221} | Continued From page 1 {F221})  Administration Team.

3.(a) The nursing administration
staff (Director of Nursing,
Assistant Director of Nursing, and
MDS Coordinator) communicated
changes to the resident’s status
such as bed changes, modification

of side rails, or modification to
restraint usage to the direct care
givers (list not all inclusive:
CNA’s, licensed nurses, and
therapist) on the Nurse Aide
LCommunication Worksheet, Care
Plans, and/or the 24 hour report
book as of 2/28/12. The Assistant
Director of Nursing or the MDS$
Coordinator will post an updated
list for residents with side vails in
the front of the CNA assignment
book as changes are made to the
resident’s current side rail status
beginning 2/29/12. The MDS
Coordinator, the backup MDS

Coordinator, and/or charge nurse
will update the care plan, and the
Nurse Aide Communication Sheet
to reflect changes as new orders
/ or events oceur, communicating

Faaty HE18eS Via the 24 hour report

L
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i | (b) The Maintenance Director or
{F 221} | Continued From page 1 {F 221} ®)

three residents reviewed.

The facility provided a Credible Allegation of
GCompliance on March 5, 2012, A revisit
conducted on March 12, 2012, revealed the
corrective actions implemented on March 5
2012, removed the Immediats Jeopardy.
Non-compliance for F-221 continues at a "E" |evel
citation (potential for more than minimal harm).

The findings included:

Validation of the Credible Alegation of

Compliance was accomplished through medical

| record review, review of facility policy,
observation, and interview with the nurses,

i nursing assistants, and administrative staff. The

facility provided evidence fal risk assessments

and side rail assessments were completed for all

|
|

residents, with removal of side rails when
indicated, and evidence bed zone measurements
were obtained to reduce or eliminate entrapment
, risk. The facility provided evidence of in-servica

| for all staff and random audits to ensure

| compliance,

|

 The facility will remain out of compliance at 3 "g"
level until it provides 2n acceptable plan of

| correction to include continueg monitoring to
ensure the deficient practice does not recur and
the facility's corractive measure could be

reviewed and evaluated by the Quality Assurance
| Committee.,

l

FORM CMS-2667(02-99)

|

Assistant will bring the Side Rail
Log to the morning Quality
Assurance meeting to discuss any
findings related to side rail
measurements. The Side Rail log
will be used to record the findings
of side rail measurements (when a
side rail is added, quarterly,
and/or as needed).

(c) Measurements obtained by the
Maintenance Director, Assistant,
or charge nurse, as recommended
in the Food and Drug
Administration (FDA) Hospital
Bed System Dimensional and
Assessment Guidance to Reduce
Entrapment dated March 10,
2006. The Side Rail Log
(attachment H) process is part of
the new Side Rail Policy initiated
2/28/12. All staff was in serviced
by the Administrator,
Maintenance Director and/or the
Director of Nursing regarding but
not limited to: the completion of
Side Rail Assessment and
Informed Consent, Evaluation for i'
the use of Side Rails to be

Previaus Verslons Obzoleta Event ID;2pgD12

Faclity 1D; TNEZ01
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_ . completed prior to the use of side
{F 221} | Continued From page 1 '

H

The facility provided a Credibla Allegation of

 Non-compliance for F-221 continues ata"t" level

|

]

three residents reviewed,

Compliance on March 56,2012, A revisit
conducted on March 12, 2012, revealed the
carrective actions implemented on March 5,
2012, removed the Immediate Jeopardy,

citation (potential for more than rainimal harm).
The findings included:
Validation of the Credible Allegation of

Compliance was accomplished through medical
record review, review of facility policy,

observation, and interview with the nurses, |
nursing assistants and administrative staff. The
facility provided evidence fall risk assassments
and side rail assessments were completed for all
residents, with removal of side raijls whan
indicated, and evidence bed zone measurements
were obtained to reduce or ellminate entrapment |
fisk. The facility providad evidence of in-service

for all staft ang random audits to ensura
compliancs.

1
The facility will remain out of compliance at a TE" ‘
level until it provides an acceptable plan of |
correction to include continued maonitoring to
ensure the deficient practice does not recurand |
the facility's corrective measure could be

reviewed and evaluateq by the Quality Assurance |
Committee,

|
|
|
_l

FORM CMS-ES&?[G2~99} Previous Versians Cbsaletn

rails, Pre-Restraint Asses sment,
Physical Restraint Assessment
(when, on whom, why, and how
the assessment is to he
completed), the risk of
entrapment associated with side
rail use and how to obtain bed
7one measurements per the FDA
“best practice™ standards on
2/129/12. All staff including new
hires, contracted staff (performing
direct care) and staff on leave of
absence will be in serviced by the
Administrator, Maintenance
Director and/or the Director of
Nursing regarding but not limited
to: the completion of Side Rajl
Assessment and Informed
Consent, Evaluation for the use of
Side Rails to be completed prior
to the use of side rails, Pre-
Restraint Assessment, Physical
Restraint Assessment (when, on
whom, why, and how the
assessment is to be completed),
the risk of entrapment associated
with side rail use and how to

J |
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L -
| ' obtain bed zone measurements
{F 221} | Continued From page 1 {F 221} the FDA “best v oo
three residents raviewad. ' perthe A_ &S pract.'lce )
' standards prior to working their
The facility provided a Credible Allegation of scheduled shift.

i Compliance on March §, 2012. A revisit
conducted on March 12, 2012, ravealed the
corrective actions implemented on March 5. (d) Facility staff was in-serviced on
2012, removed the Immediate Jeopardy. 206112, 217112, 2/8/12. 2/9/12
Non-compliance for F-221 continues at a "E" levey 1 ; x93/ 2 b
citation (potential for mora than minimal harm). 2/13/12, 2/17/12, and/or 2/24/1 v
the Administrator, Maintenance

The findings included: Director and/or the Director of

i i i - imited to:
Validation of the Credible Allegation of Nursing regarding but ot limited to
Compliance was accomplished thro ugh medicaj the completion of Side Rail
record review, review of facility policy, Assessment and Informed Consent,

observation, and interview with the nurses, Evaluation for the use of Side Rails
nUrsing assistants, and administrative staff The

facility provided evidenee fall rigk assessments t{.) o CFJmpmed p“"f forditg ae oF
and side rail assessments were completed for all side rails, Pre-Restraint Assessment,

residents, with remaoval of side rails when Physical Restraint Assessment
indicated, and evidence bed Zone measurements

i s nd how the
were obtained to reduce or eliminate entrapment | (when, on “fh'em' WOy,
 risk. The facility provided evidence of in-service assessment Is to be completed), the
for all staff and random audits to ensure risk of entrapment associated with
Rempiances. side rail use and how to obtain bed
The facility will remain out of compliance at a "g" zone meas?rements per the .F‘DA.
level until it provides an acceptable plan of “best practice” standards and again

correction to include continued maonitoring to

! on 2/29/12.  Another in-service was
ensure the deficient practice does not recyr and

the‘facill'fy's Corrective measure eould be presented. iy tf‘c Admmlsh‘atc:r on
reviewed and evajuated by the Quality Assurance 3/15112 to review survey findings

| Committee. and the plan of correction.

|

|
|

f
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- DEFICIENGY)
— ! |
) | () The Administrator contacted |
{F 221} | Continued From page 1 {F 221}; ) [
|

three residents re

The facility provid
conducted on Ma
{2012,

citation (potentig|

Validation of the
Compliance wag

observation, and

| facility

Il compliance,

| level until jt

J Committea.

|
|
|
|

t Compliance on March 5, 2012.

corrective actions implemented
removed the Immediate Jeopardy.
Non-compliance for F-221 continues at a "E" level

The findings included:

record review, review

! nursing assistants, and administrative staff The
provided evidence falf risk assessments [|

[ risk. The facility provided evidence of in-service
| for all staff ang random audits to ensure

| The faciiity_; will remain out of compliance at 3

provides an acceptable plan of
carrection ta inclyde

. the deficient
] thE:_ facility's corrective Measure could he
| reviewed ang evaluated by the Quality Assurance |

viewed,

ed a Credible Allegation of
A revisit

reh 12, 2012, revealed the
on March 5,

for more than minimaf harm),

Credible Allegation of

accomplished through medical
of facility policy,
interview with the nurses,

reduce or eliminate entrapment |'

I'EII'

continued monitaring to
practice does not recur and

|
FORM CMS-ZSG?{GE@QJ Pravieus Verstong Cbsolate Event 10; D802

the Q-Source representative who
registcred the Director of
Nursing, Assistant Djrector of
Nursing, Activity Director and
MDS Coordinator for a Physical
Restraint & Pressure Utcer
Regional Collaborative Learning |
Session on April10, 2012.

(t) Upon admission/readmiss fon,
residents will be assessed using the
Evaluation for the use of Side Rail
Assessment taol by the Charge Nurse
or Nursing Administration for the
appropriateness of side rails (using
the least restrictive device), Further
side rail evaluations will be reviewed
with significant changes, at a
minimum of quarterly and/or as
needed by the charge nurse, MDS$
Coordinator and/or nursing
administration. The least restrictive }
side rail will be used as a restraint

only after all othey alternatives (list

nat all inclusive: low bed with mats,

bed in lowest position, poo! noodles,
wing mattresses, toileting schedules,
activities, non-skid surfaces, |
modification of taom location, |
observe behavior/wake patterns. |
assistive devices, reclining /rocker |

Facility ID: Tng201
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o . chairs, drop seats, tilt back chairs,
{F 221} | Continued From page 1 {F 221}

. three residents reviewed.

! The facility provided a Credible Allegation of

« Compliance an March §, 2012. A revisit
conducted on March 12, 2012, revealed the
corrective actions implemented on Mareh 5,
2012, removed the Immediate Jeopardy.

; Non~compliance for F-221 continues at a "E" laye|
| citation (potential for more than minimal harm).

The findings included:

| Validation of the Credible Allegation of
Compliance was accomplished through medical
fecord review, review of facility policy,
observation, and interview with the nurses,
nursing assistants, and administrative staff. The
facility provided evidence fall risk assessments
and side rall assessments were completed for alf
residents, with removal of side rails when
indicated, and evidence bed Zone measuraments
| were obtained to reduce ar eliminate entrapment
fisk. The facility provided evidence of in-service
 for all staff and random audits to ensure
[ complianss,

The facility will remain out of compliance at a "E"

level until it provides an acceptable plan of

| comection to include continued monitaring to
ensure the deficient practice does not recur and

the facility's corrective measure could be

reviewed and evaluateq by the Quality Assurance
Committee,

family visits) have been attempted
without success. A Pre-Restraint
Assessment will be completed by the
charge nurse or by a member of the
Nursing Administration Staff prior to
the usc of a restraint. The Pre-
Restraint Assessment will guide the
nurse in making a decision if a
restraint is recommended and/or
offer alternative ideas (on the back of
form) that may reduce the risk of
injuries associated with
falls/restraints for those residents at
high risk for falls without the use of 2
physical device. An alternative
intervention can be attempted based
on the individual resident’s Pre-
Restraint Assessment in no specific
order. The Pre-Restraint Assessmen
can be updated on an ongoing basis
for interventions that have been
attempted without success with the
date written to the side of the
“intervention attempted. 1fa

restraint is recommended, the
resident will be assessed at a
minimum of quarterly and/or as
needed to determine if the restraint
remains an appropriate intervention
or if a reduction can be attempted.

| After the completion of an

FORM CMS-ESS?(GE-{-!S} Pravious Verslons Chaolate

Event 1b;aDap12

Faeility 1D: TNE201
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0%4) ID SUMMARY STATEMENT OF DEFIGIENGIES D PROVIDER'S PLAN OF GORRECTION 1¥5)
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B ‘ Evaluation for the use of Side Rail
{F 221}] Continued From page 1 221} assessment andior a Pre-Restraint

three residents reviewed.

| The facility provided a Gredible Allegation of
: Compliance on March 5, 2012 A revisit
conducted on March 12, 2012, revealed the

corrective actions implementad on March 5,
2012, removed the Immediate Jeopardy.
Non-compliance for F-221 continues at a "E" Jevel
Citation (potential for more than minimal harm).

The findings included:

Validation of the Credible Aflegation of
Campliance was accomplished through medical
record review, raview of facility policy,
observation, and interview with the nurses,
nursing assistants, and administrative staff The
facllity provided evidence fall risk assessments
and side rail assessments were completed for ait
residents, with rermoval of side rails when
Hindicated, and evidence bed zone measurements
were obtained to reduce or elirninate entrapmant
risk. The facility provided evidence of in-service

for all staff ang random audits to ensure
compliance.

The faciiity will remain out of compliance ata "g"
lavel until it p_rovides an acceptable pian of

the facility's corrective measure could be

reviewed and evaluated by the Quality Assuranca
| Committes.

|

| y

Assessment, the Maintenance
Director or Maintenance Assistant
will be notified by the nurse of the
least restrictive side rails needed to
achieve the resident’s highest
physical functioning status. The
Maintenance Director or Assistant |
will place the appropriate side rails

on the resident’s bed measuring each -
Zone using a standard tape measure,
documenting his findings on the Side
Rail Log. The Maintenance Director
demonstrated the bed zone

measuring process to cach Charge
Nurse and a return demonsiration

was perfortned by cach charge nurse
(271112 ~ 3/1/12). Tf a resident’s
condition changes that may require a
change in the side rajl type, the nurse
must first complete a new Evaluation
for the use of Side Rail Assessment,
notify the physician to obtain pew
orders, then notify the Maintenance
Director and/or Assistant for
placement. Side rails wil] be
measured each time there is a change
in the side rail type, quarterly, and as
needed by the Maintenance Director
or Assistant,

FORM CMS-2367(02-09) Pravioys Versiong

Ohsolgte Event ID:9D8DT2
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| threa residents reviewead.

J The facility provided a Credibla Allegation of

i Compliance on March 5, 2012 A revisit
conducted on March 12, 2012, revealed the
corrective actions impiemented on March 5,
2012, removag the Immediate Jeopardy,

citation (potential for more than minimal harm),

The findings inchuded:

Validation of the Credible Allegation of

Compfianqe was accomplished through medical

| The facility will remain out of complianca at a "E" |
{ level untit it provides an acceptable pjan of
| correction tg inci_ude contihued maonitoring to

STATEMENT OF DEFICIENCIES {K1) PROUIDER!SUF‘F'LJERJ‘CLJA (X2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
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| ; T —— .|
i ! ;
{F 221} | Continued From page 1 [ {F 221} | (¢) The Regional Nurse

|

Non-compliance for F.p01 continues at a "E" jye |

f

I
|

Evant I0:9D8D12

' Consultant in-serviced the MDS

} Coordinator and the Staffing
Coordinator/Back Up MDS
Coordinator on 2/21/12 and
2/22/12 on the completion of
accurate assessments and
developing/revision of care plans

| to reflect the resident’s current

| medical condition, The MDS
Coordinator will obtain a

|‘ physician’s order, initiate a Pre-

J Restraint Assessment, complete

an Evaluation for the Use of Side
Rails, and obtain a Side Rail
Assessment and Informed
Consent form for newly coded
side rails on the MDS, along with
revising the resident’s care plan. |
If the side rail is a continuation

- from the resident’s previous
assessment, a Physical Restraint
Assessment will be reviewed and
updated to determine if the .I
resident is a candidate for restraint
teduction. The Interdisciplinary !
Tean (not limited tor
Director/Assistant Director of ’
Nursing, MDS Coordinator, {
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FORM CMS-2567(02.99)

three residents reviewed.,

The facility provided g Credible Allegation of

i Compliance an March 5,2012. A ravisit
conducted on March 12, 2012, revealed the
corrective actions implemented on March 5,
2012, removed the Immediate Jeopardy.
Non-compliance for F-221 continues at a "E" level
citation (potentiat for more than minimal harm).

The findings included-

VQlidagion of the Credible Allegation of
Compliance was accom plished through medicat
fecord review, review of facility policy,
observation, and interview with the nurses, |
nursing assistants, and administrative staff The
facility provided evidence fall risk assassments
and side rail assessments were completed for aff
residents, with removal of side rails when '
| Indicated, and evidence bed zone measurements
‘ were obtained to reduce or eliminate entrapment
| Msk. The facility provideq evidence of in-service

!' for all staff ang random audits to ensyre

| complianca.

I
The facility will remain out of compliance at a "g"

level until it provides an acceptable plan of
carrection to include continued manitaring to
ensure the deficient practice does not recur and
the facility's corrective measure coutd be

reviewgd and evaluated by the Quality Assurance
| Committee.

|

L

Event ID:9DaD12

Previous Versions Qbsolete

Director) will also discuss
residents with restraints monthly
in their Fall Focus Meeting for
modification and/or reduction,
Resident and families will be
notified of scheduled care plan
meetings by the MDS
Coordinator prior to the residents
next scheduled assessment and/or
as needed to assist in developing a
plan of care that meets the
resident’s personal/medical goals.
The MDS Coordinator will utilize
information provided in the
morning QA meeting, 24 hour
report, resident’s medical record,
and communication from staff,
residents, and/or families when
completing resident assessments
to ensure accuracy. On 2/23/12
the Interim MDS Coordinator was
in-serviced by the Regional Nurse
Consultant on accuracy when
completing MDS’s and the
development and revision of care ‘
plans, along with recent survey ‘

deficiencies. On 3/5/12 the
Regional Nurse Consultant in-

Faellity 1D: TNG201
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' ; serviced the MDS Coordinator on
{F 221} | Continued From page 1 {F 221}

three residents reviewed.

The facility provideq a Credible Allegation of
Compliance on March 5, 2012. A revisit
conducted on March 12, 2012, revealed the
corrective actions implemented or Mareh 5,
2012, removed the Immediate Jeopardy.

i Non-compliance for F-221 continues at 5 "E" level
citation (potential for mare than minimal harm).

The findings included:

Validation of the Creq ible Allegation of
Compliance was accomplished through medical
fecord review, raview of facility policy,
| Observation, and interview with the nurses,
nursing assistants, ang administrative staff. The
| facility provided evidence fall risk assassments
and side raji assessments were Completad for aif

| Compliance,

The faci[ity will remain out of compliance at g "g"
leve! untif it provides an acceptable plan of

| the facility's carrective measure could he

reviewed and evaluated by the Quality Assurance
| Committee,

FORM CMS-ESB?(UZSQ} Pravious Versions Ohzolate

|
|

|

Evant ID:9DRb12

documenting (communication)
changes made to the resident’s
plan of care on the 24 hour report.

(h) The Regional Director of
Operations in-serviced the

( Administrator, the Maintenance

' Director and the Maintenance
Assistant regarding the FDA
Safety Alert: Entrapment Hazards
with Hospital Bed Side Rails and

I‘ shared by the surveyors during

facility demonstration of
measuring bed zoneg (included
flat and articulated positions) on
2/712. The Maintenance
Director and the Maintenance
Assistant were able to
demonstrate competency through i
areturn demonstration on 2/7/ 12
’ 0on measuring the bed zones in flat }
and articulated positions (related
to the information provided r’
|
|

during the survey). The Regional

Director of Operations also in-

serviced the Maintenance Director

and Assistant on 2/13/12

regarding The FDA Hospital Bed {
System Dimensional and |

Facility ID: TNg301 o
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Continued From page 1
three residents reviewead.

‘ The facility provided a Credible Allegation of

+ Compliance on March 5, 201

2, removed the Immediate Jeopardy,
tation (potentiaf for more than minimal harm),

| The findings included:

f Validation of the Credible Allegation of

Compliance was accomplished through medical
record review, reviaw of facility palicy,

{ The facility wif '°main out of compliance at a"g"

level untif jt provides an acceptable plan of
/ correction to mc[ude continuag Monitoring to

ORM cMS-zss?(oz-QSJ Previous Varsiong Obzojete

[ Non-compliance for F-221 continues at a"E" leve| '
ci

Evont Ixonapys

STREET ADDRESS, QITy, STATE, ZIP cODE
4651SBILLRD

MADISONVILLE, TN 37354

D PROVIDER'S PLAN OF CORRECTION
| PREFIX (EACH CORREGTIVE ACTION SHOLILD BE
‘ TAG CROSS—REFERENCED TO THE APFROPRIATE
DEFICIENGY)

Assessment Guidance to Reduce
Entrapment dateqd March 10,
I 2006.

| 4.(a) The Administrator of
Director of Nursing will review
the Side Rail Log daily (Monday-
Friday) to ensure the document is
completed as needed to reflect the
resident’s current side rail
Mmeasurements for the next 90
days; then weekly for 90 days if
compliance has been maintained;
then randomly thereafter. If at
any point compliance is not met,
the party will resume monitoring
| daily (Monday-Friday) untij
‘ compliance is maintained.

[ (b)The Director of Nursing,

" Assistant Director of Nutsing, or
RN Weekend Supervisor wil]
conduct daily audits for 90 days
through facility walking rounds,
review of the 24 hour report, care
plans, Nurse Aide
Communication Sheets,
Evaluation for the Use of Side
Rails, and Nusse Event notes to

f ensure the appropriate procedures

.

Facillty ID: TNg 201

OMB NO. 0938-0391
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three residents reviewed.

The facility provided a Credible Allegation of

i Compliance on March 5, 2012. A revisit
conducted on March 12, 2012, revealed the
corrective actions implemented on March 5,
2012, removed the Immediata Jeopardy.
Non-compliance for F~221 continues at a "E" level
citation (potential for more than minimail harm}.

The findings includeg:

Validation of the Credible Allegation of
Compliance was accomplished through medical
record review, review of facility policy,
observation, and interview with the nurses,
nursing assistants, and administrative staff. The
facility provided evidence fall risk assessments |
and side rail assessments were completed for all |
residents, with removaj of side rails when
indicated, and evidence bed zone Mmeasurements
| were obiained to reduce or eliminate entrapment
‘ risk. The facllity provided evidence of in-service
{ for all staff and random audits to ensure
compliance, |

The facility will remain out of compliance at a "g"
; level until it provides an acceptable plan of
correction to include continued monitering to

the facility's correstive
-reviewsd and
Committea,

measure could be
evaluated by the Quality Assurance

|
L

FORM GMS-Z’SE?{OEAQQ: Previous Verslang

——
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| DEFICIENCY) 1

] '

) icies ing followed, i

{F 221} | Continued From page 1 {F 221} and policies are be ng follow it !

compliance is maintained audits |
will reduce to weekly audits times
90 days, then random audits as
long as compliance is maj ntained,
If at any time compliance is not
met, daily audits will resume ynti]
compliance is obtained. The
audit findings will be reviewed
the moming Quality Assurance
Meeting (Monday-Friday) and
review with the Medical Director
in the quarterly QA meeting and
as needed.

Completion Date: 3/22/12

Ohzolate

|
|
|

Event ID: 90804
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{F 221} | Continued From page 2 {F 221}
| we
{F 226} | 483.13(c) DEVELOP/IMPLMENT {F226)| F226
$8=& | ABUSE/NEGLECT, ETC POLICIES .
i 483.13(c) Develop/Tmplement

The facility must develop and implement written Abuse/Neglect, Ete Policies

policies and procedures that prohibit

mistreatment, neglect, and abuse of residents SS=F

and misappropriation of resident property.

This REQUIREMENT is not met as evidenced
by;

the facility failed to report an allegation of abuse
timely for three residents (#13, #10, #83) of four
residents with allegations of abuse reviewed.

The findings included:

Resident #10 was admitted to the facility on
September 9, 2011, with diagnoses including

Cerebrovascular Accident, D iabetes, ang
Dementia.

Review of the facility investigation #1 investigated

| Based on medical record review, review of facility
investigations, facility policy review, and interview,

Requirement:

The facility must develop and
implement written policies and
procedures that prohibit mistreatment,
neglect, and abuse of residents and
misappropriation of tesident property.

Correction Action Plau:

1. A thorough investigation was
conducted by Director of Nursing
Services and the facility Administrator
regarding the allegations of abuse for
residents #13, 10, and 830n 11/14/12.
The alleged suspect is no longer an

FORM CMS-2567(02-99) Pravious Versione Obsolete

Evont ID:90D8D12
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by the Director of Nursing (DON), dated
November 14, 201 1, revealed "(Director of
Nursing) received a call from the facility at 2230,
(10:30 p.m.) The charge nurse on duty reported
‘ that (CNA #4) (certified nursing assistant) came
to (Director of Nursing) and reported that another
(CNA #5) had spoken to several residents in a
mean and rude manner and that (CNA #5) had
also gotten rough with their care, and that (CNA
#4) was concerned about what to do to report it.
The charge nurse stated that the CNA (#5) in
question had already left for the evening. |
instructed the charge nurse to g0 and question
the residents. | ask the (CNA #4) why...did not
report to the charge hurse on (CNA #4) shift,
(CNA #4) stated that every time that | tried
someone was at.the nurses station.. "

Resident #83 was admitted to the facility on
March 16, 2011, with diagnoses including
Dementia, Alzheimer's Disease, and Dysphagia.

ty investigation #2 investigated
| by the DON, dated Novemper 14, 2011, revealed
"upon arriving to work this am (CNA #4) was
sitting in my office. (CNA #4) reported.. was
assisting (CNA #5) in providing care to (resident
#83) (CNA #4) stated that (CNA #5) put both side
I rails down and roughly pushes (resident #83)
over almost out of bed, and then pulled...towards
(CNA #5), and states "you have to be rough with
(resident #83) because (resident #83) holds stjff." |

Review of the facili

Resident #13 was admitted to the facility on
“TMarch 2T, 2008, With diagrioses Aclaging
Alzheimer's Disease, Congestive Heart Failure,
and Hypertension,

L

41 SUMMARY STATEMENT OF DEFICIENGIZS D PROVIDER'S PLAN OF CORRECTION x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE coupLETion
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TG THE APPROPRIATE
| DEFICIENCY)
_ [ employee at the facility. Staffing
{F 226} | Continued From page 3 {F 226} patterns were reviewed to ensure that

vl residents are free from abuse.

2, The Social Worker interviewed
residents with a BIM score greater
than 13 on 3/20/12. The Nursing
Administration teat performed skin
assessments to observe for signs of
abuse for residents with BIM score
less than 13 completed by 3/19/12, No
new findings of abuse were noted,

3. An in-service was conducted by the
Director of Nursing Services and the
Adninistrator on 2717/ 12, 2/27/12,
2/29/12 and 3/15/12 with direct care
staff addressing the facility policies
and procedures regarding alleged
violations. An annual in-service is
scheduled in September per facility
policy and as needed.

4. The Social Service Ditector, or
designee, will conduct random
interviews of five (5) residents weekly
for four (4) consecutive weeks. These
residents will be interviewed to ensure
that any alleged violations are
identified, properly investigated and
reported according to facility policy
and procedures. Findings of this audit
will be discussed in the morning
Quality Assurance meeting and the
quarterly QA Committee meeting,
This plan of correction will be

| monitored at the monthly Patient Care

FORM CM8-2567(02-99) Previous Verslons Obsolate Event ID:8DBED12
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i
{F 226} | Continued From page 4 (F 226) and $ervi_<:e meetin_g uirtil suf:h time
Review of the facility investigation #3 investigatad Eon sistent substantial compliance has
by the DON, dated November 14, 2011, revealed s
"(CNA #4) reported to (DON}) that on (CNA #4)
last round (CNA #5) assisted (CNA #4) in the
care of (resident #13). (CNA #4) reported {CNA
#5) roughly pushed (resident #13) over so...could Completion date: 3/22/12
| Clean (resident #13) (CNA #4) reported that
(resident #13) stated...was going to fall out of bed
and that (CNA #5) laughed and said that the rail
was up...(CNA #4) reported that (CNA #5) got
rude with resident #13.__.(CNA #4) reports (CNA
#5) kept acting like...was going fo pull resident off
the bed...resident #13 got upset and told (CNA
#5) to get out of the room. ..
Review of the facility policy, Abuse Protection
Palicy, revealed " Any report of actual or F272
suspected abuse must be acted upen
immediately...complete an investigation on all :
oceurrences to include appropriate information.. " 483.20(b)(1) Comprehensive
Assessments
Interview with the DON in the small dining room SS=E
on February 16, 2012, at 2:40 p.m., confirmed
CNA #4 did not foliow the facility policy and report 5 .
the allegations of abuse immediately. Reguirement:
{F 272} 1 483.20(b)(1) COMPREHENSIVE {F 272} - .
$S=¢ | ASSESSMENTS The facility must conduct initially and
periodically a comprehensive,
;hil:?c:‘itgar:;sr CondUGttiﬂitiE;ﬁ)' 3"'2:1 PBI;‘DGECE'"Y accurate, standardized reproducible
comp ive, accurate, standardize Co 1
reproducible assessment of each resident's asses?mcnt Ofea.c h res'den.t AS
functional capacity, functional capacity. A facility must
- b b el ___ | ake a comprehensive assessment of a o
?:;f;’;?nﬁlffgakig crﬂ[npmh;nswg ; resident’s needs, using the resident
o o aresidents needs, using the assessment instrument (RAI) specified
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(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED By puLL PREFIX (BACH CORRECTIVE AGTION SHOULD BE comPLerian
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{F 272} | Continued From page 5 {F 2723/ Corrective Action Plan:

least the following:
| [dentification ang demographic information;
Customary routine;

Cognitive patterns:

Communication;
! Vision;
| Mood and behavior patterns;

Psychosocial well-being;

Physical functioning and structural problems;
| Continence;
| Disease diagnosis ang health conditions:
Dental and nutritiona status;

Skin conditions:
Activity pursuit;
Medications;
Special treatments
Discharge potential; :
Documentation of summary information regarding
the additional assessment Performed on the care
areas triggered by the completion of the Minimum
{ Data Set {MDS); and

| Documentation of participation in assessment,

and procedures:

;]I'his REQUIREMENT is not met as evidenced ‘
y:

- Bas_ed on medical record review, Observation,
and interview, the facility failed to conduct 2
Lomprehensive assessment on six-residents

#4-1—.4#66,—#1--8,- #83,—#55.—#5-‘r’j-cf'fcrtrthree"“‘
residents reviewe

' The facility provided a Credible Allegation of ‘

L. (2) Upon review of the Fall Risk
Assessment on 2/6/12 completed
by the licensed nurse the systematic
review of risk factors indicated a
risk score of 24 (high risk) for
resident #41. Based on the risk
factors from his Fall Risk
Assessment it was determined that
he was not a candidate for the use
of side rails due to impaired
judgment, incontinence, and history
of falls from his bed. The side
rails were removed on 2/6/12 by
the Maintenance Director, The
nursing administration staff
communicated changes made to the
resident’s plan of care (removal of
side rails and low bed with one
mat) to the direct caregivers on the
Nurse Aide Communication
Worksheet and the Care plans on
2/6/12. On2/17/12 a telephone
order was obtained by the charge
nurse and the Director of Nursing
to discontinue the resident’s bed
and chair alarm and use a sensor
pressure pad for his bed and chair.
The resident remains on a low bed
with one mat at bedside after
receiving a telephone order from
the physician on 2/23/12. The
| resident’s care plan was updated on

of

FORM CM$-256?(02-99} Previous Versions Obsolete

Event ID: 8D6D12

Facllty ID: TN8201 If continuation sheet Page 6 of 33




PAGE 37/99
EAST TN HEALTH CARE

as:ll 4234424465

04/82/20812
- R e PRINIEL: Q211 2iz0m
DEH.-'-‘\RTMEN] OF HEALTH AND MU AN SERVICES FORM APFRO"JE
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-039
STATEMENT OF DEFICIENGIES (%1) PROVIDERIS'.JPPL!ER.FCUA

: (%5 DATE SURVEY
AND BPLan OF CORRiC TION IDENTIFIG, TION NUMBER:

COMPLETED
R
445457 0311212012
NAME OF PROVIDER o SUPPLIER STREET ADDRESS, CITY. STATE, 2IP copE
4651SBILL RD
EAST TENNESSEE HEALTH CARE
MADISONVILLE, TN 37354
X910 | SUMMARY STATEMENT OF DEFICIENCIES [ m» PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MuST Be PRECEDED gy PREFTX (EACH CORRECTIVE ACTION SHOULD ge COMPLETION
TAG REBULATORY OR Ls¢ IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE

DEFICIENCY)

| 2124/12 by the Interim MDS |
least the fojiowi tF 272} Coordinator to reflect the current ;
east the fo owing: . i ions e
Identification ang demographic information: F)rdcrs an'd mte'rvcntlm.l (Oﬂ.l _T 3 |
| Customary roytine: 1 interventions: involve in activities, |
| Cognitive patterns; { slip resistant footwear, may place
| Communication; in the sight of staff when awake, |

n\?sg: d behavior pag / rest periods as needed, family at
©0d and behavyior Patterns; ; .

| Psychosocial well-being; bedside sessions throughout the

Physical functioning ang structural problems; / day, get patient up when rying to

{F272) f Continued From page 5 /

Continence: get out of bed, offer snacks, attempt |

{ Disease diagnosis ang health conditions: to keep resident dry or clean ='
Dental ang hutritional status: immediate ly after incontinent
8kin conditions;

| Activity pursyit- , episode). The care plan wag
Medi ications; audited by the Nursing
| Special treatments and procedures; " Administration Staff to ensure that f

|

{ Discharge potential; ' the plan of care had been updated

j Documentation of summary information regarding to reflect the resident’s current

| the additiona assessment performed on the care ;

areas tiggered by e completion of the Minimyr || Sotus on2/24/1, jo ;d;”’ was
Data Set (MDS): ang } hospitalized from 2/ 12 to

Documentation of participation in assessment 32112, returning with a change in ’

medical status. The Falj Risk
| : / Assessment updated on 3/5/12 by
f | the Director of Nursing reflects that
| / f resident no longer attempts to self
/ , / transfer, requiring agsi stance of 2

’ for transfers, The resident no
This REQUIREMENT is not met ag evidenced
by:

longer requircs constant
' Based on medical record review, obsery ation, / supervision for Ithe Prevention of
J and nterview, the facility failed to conduct a falls. He is on the F ROG Program

—_—

! N f that provides closer observation - :
R (Mjg‘#?ﬂr#fﬁr#%i"r#ﬁﬁ?#ﬁ‘? oyt —— —— . from various staff members. e
| residents revieweq }

Resident was transferred to the f

hospital again on 3/9/12 after visit
by attending physician, MDS

Faefity ID: Tg 201 If continuation Sheet Page 6 of 38

Tha facility provided g Credibje Allegation of }

“ORM CMS-2567(02-00) Previous Versions Obsolete Event 1D:908p12
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DESARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

EAST TN HEALTH CARE

PAGE 38/99

FRINTED: G2r14/0
FORM AFEROVI
OMB NO. 8045.02

STATEMENT OF DEFICIENGIES (%1) PROVIDER/SURPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

(X2) MULTIPLE CONST RUCTION (X3} DATE SURvEY

UILDIN COMPLETED
A BUIL G

— R
445457 B. WiNG = 03/12/2012

NAME OF PROVIDER OR SUPPLIER .

EAST TENNESSEE HEALTH CARE

STREET ADDRESS, CITY, STATE, 2iP cObE
465 ISBILL RD

MADISONVILLE, TN 37354

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION ‘ {xs)
PREFRIX (EACH DEFICIENCY MUST g PRECEDED BY FuLL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETIO)
TAG REGULATORY OR L5 IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

{F 27‘2}# Continued From page 5
least the following:
Identification and demographic information;
ustomary routine;
Cognitive patterns;
Communication:
Vision;
Mood and behavior patterns:
Psychosocial well-being: }

Physical functioning and structural problems;
Continence;

| Disease diagnosis and heath conditions; J

Dental and nutritional status;

Skin conditians;

Activity pursuit:

Medications: ’

| Special treatments and procedures;
Discharge potential:

| Documentation of summary information regarding
the additiona| assessment performed on the care

g‘his REQUIREMENT is not met ag evidenced
V:
Basgd 0N medical recorg review, ohservation.
and mtenziev:q the facility failed to conduct a

' residents reviewed.

The facility provided a Credible Allegation of
FORM CM$—256?(02-99) Previous Versions Obsolete

| |

F 272}[[ Coordinator completed a discharge
assessment on 3/9/12. Resident
was readmitted on 3/15/12 with
admitting Charge Nurse completing
Fall Risk Assessment and
Evaluation for the Use of Side

| Rails with the recommendati on to

, be that side rails were not indicated
at that time. Resident’s care plan

was updated on 3/21/12 with a

significant change assessment

completed by the MDS

‘ Coordinator. Resident’s care plan is

updated per MDS and/or Charge

Nurse on ongoing bases and as

needed with any new orders,

interventions, or changes,

(b) Resident# 60 was discharged to

the hospital on 2/26/12. The

Interim MDS Coordinator

completed a Discharge Assessment

on 2/29/12 which reflected the use

of side rails as a restrajnt. The

resident will be reassessed upon

return to the facility. The care plan |

was reviewed by the Interim MDS

Coordinator and reflects the

resident’s current statys as of

[ 2/26/12, The care plan was audited -

17 by the Nursing Administration 4 I
‘ Staff to ensure that the plan of care

had been updated to reflect the

resident’s current statys on 2/26/12.

T ———

Event ID; speD13

Faclity ID; TNG201 If continuation sheet Paga 6 of 35
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PAGE 39/99

EAST TN HEALTH CARE

5
B84/82/2012 88:11 423442446

LEFARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEF|CJ'E|"1'GiES (X4 F‘ROV[DE'F!FSUPF’LIERJ’CLI‘A
AND Rk o CORRECTIGN !DENTIFICAT-'ON NUMBER:

445457

NAME OF PROVIDER OR SUPP|IER

EAST TENNESSEE HEALTH carg

|

|

STREET ADDRESS, ¢y
465 SBILL RD

MADISOHVILLE, TN 37354

FRINTE, Gartay
FORM APPrc
OMB NO. 0938-(

(%5) DATE SURVEY
COMPLETED

R
03/12/2012

TY, STATE, 2P cope

|

(X4) ID SUMMARY STATEMERT OF DEFICIENGIES D FOVIDER'S PLAN OF CORREGTION (xs)
PREFIX ! (EAGH DEFICIENCY MyusT BE PRECEDED BY FuLL . PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLET|
TAG | REGULATORY R L g6 IDENTIFYING INFORMATION) TAG CROSS-REFERENCED To THE APPROPRIATE DATE
DEFICIENCY)
Resident wag transferred to hospital
F 272} | Coni / :
g E;’g:‘fhf;;rf;“ Hege.d {F 272}/ 0n 2/26/12. The Interim MDS
owing: f i ] :
’ Identification and demographjc information; Coordinator completed 5 D}schﬁtge
Customary routine: ’ ASSESSH]Cnt on 2/29/1 p W]?_lCl]
| Cognitive patterns: { reflected the yse of side rails ag a
| 3_0{“"“ unication; restraint (as % rails were used until
| e, ’ 2/23/12 duting the 7 4 ¥ ook back
{ Mood ang behavior patterns: 3 d ]r:l;m,g tt-]d af o0kb
Psychosogial well-bging: f peniod). The resident wag
f Physical functioning angd structura problems: reassessed upon return to the |
Continence, | | Betlity ou 312112 by the admiting |
/ Disease d:agno.s'is and health conditions; Charge Nurge who completed an
Dental ang nutritiona| status; ahiai ; - ; i
Kin conditions. Evaluation for the use of Side Rails
Activity pursyig. f and a Fall Rjsk Assessment with
edications; J f the recommendation for no side .
-&mmﬂmmmmgaMpmmmmm | .rmmmmmmdmmmumafme /
Ji/ g;sccﬁniregn‘ijggﬂaéh mmary informatic e J ’ MDS Coordinator completed g 5 }
‘nformation regargin 3 : :
| the additiona assessment Performed an the car eg J day Readrmssmn Assessment on i
areas triggered py fhe completion of the Minimy m [ 322112, (A 14 day Assessment {
ata Set (MDS); ang was completed op 3/29/12).
| “eCUmentation of Participation in assessment Resident’s care plan is updateq per
Jf MDS andyor Charge Nurse on an
! { ongoing base and s needed with
/ | any new orders, interventions, or
} / changes, [
" j {c) Resident #18 The side rails -
} This REQUIREMENT IS not met ag evidenced / |’ that were in place dur_ing the f
Based on mediga] -00rd review, obseryation [ " Survey were immediately changed |
! and mtehrwew the facility fajjey to conduyet 5 | to full anti-entrapment rails on
compre L On S .
CH— o ohe poaoment.on six res;dents-_"__ | — 2/6/12 by the Maintenance 2 |
'1‘ ! ] 1 55 T_O “ﬂ'"'e’eh Tomm——— L " .. B Bemica L TEE R
| residents reviewed. Director afier receiving a ]
| ” , ] Physician’s order. The '
| The faciji rovided a Cr. i
Y provided 4 Credible Allegation of Measurements for the bed zones
FORM CMS-2567(02.99) Frevious Versions Obsorers Event ID:9Dap15 Facliy 10: TN6 207

If continuation sheat Page 60735
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PAGE 4@8/99
EAST TN HEALTH CARE

Bpd/@2/2812 @8:11 4234424465

FRINTED: Cerigsar
DEFARTMENT Og HEALTH AND HUMAN SERVICES

|

FORM AFFROV
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB M@ﬁ
STATEMENT OF DEFICIENCIES *1) PROVIDER/SUPPUERICLIA (X2} MULTIPLE CONS TR TION X3 DS.;ESEL;%\BEY
AND PLAN OF CORRECTIoN IDENTIFICATION NUMBER. A BULDING c WETE
1_ R
445457 e — 03/12/2012
NAME OF PROVIDER 0 SUPPLIER STREET ADDRESS, CITY, STATE, zip CQDE
465 ISBILL RD
EAST TENNESSEE HEALTH CARE MADISONVILIE TN 37354
Xayio | SUMMARY STATEMENT OF DEFICIENCIES ‘ D PROVIDER'S PLAN OF CORREGTION (xs)
EACH DEFICIENCY MUST gg RECEDED By FuLL PREFI EACH CORRECTIVE ACTION SHOULD g COMPLETIO!
P?Egix F((EGSLATDR‘:’I%R Ls%;{1 JI;SENTIFF;JNG INFORMATION) TEGX ‘ céoss-HEFEREggElg';?‘. (';P:I)E APFROPRIATE DATE
\ = 2 |. ‘ ) e
{F 272} | Continued From page 5 {F272}| Were obtained by the Mamtenanca
[east the following: Director on 2/6/12 using a
Identification ang demographic information; ’ Standard tape measure with
| Customary roufine; .
J Cognitive patterns: meaSlchments. The Stafﬁn-g
Communication: f Coordinator wrote a narrative
Vision; :
: note in the nurses notes op 2/6/12
Mood and behavior atterns; - . .
| Psychosocial weit-bgfng; / describing the resident with |
Physical functionfng and structyrg| problems: limited functional statys using the
_ Continence; : . . ;
Disease diagnosis ang heaith conditions; J side ravﬂs a5 a restraint. A Physical
' Dental and nutritional status; Restraint Asscssment wag
22&?”“?’0?: updated on 2/6/12 by the Staffing
: ursuit; ; ,
MedfCatFOHS; Coordinator for the use of side
.‘ Spe:r:.]ial treatments ang procedures; | rails, A Side Rail Assessment
Discharge potential: ’ : i
;' Documentation of Summary information regarding , . Inform.ed Consent was signed
| the additional assessment performed on the care by the family on 2/13/12, On
/' areéasstﬂggered by the completion of the Minimum 2/20/12 the MDS Coordinator
ata Setf (MD :
| Documentation of participation in assessment. / compfeted.au E.valuatmn ﬁ?r u‘5e
l] f , of Side Rails with a reduction in
| : ' | side rails from full (anti-
' {  €ntrapment) to ' rails, the
/ physician was notified and order
, Was obtained for ¥ sjde rails, The |
’ ;‘his REQUIREMENT s not met as evidenced / measurements for the bed zones
I Dy: b .
[ Based on medica record review, observation, , Were obtained by the Maintenance
J and interview, the facility faited to conduct 3 ‘ Director on 2/20/12. On 2/23/12
: Lomprehensgive assessment-an--six-residents T the resident wag evaluated apaj
i SR I, ; : —— T &ain e
/ (’#4j'f ,#Gﬂﬁfﬂr#ak#ﬁﬂﬁ?}ﬁﬁmﬁhr T for side rai] re duction b th
residents reviewed. l Of side rail reduction Y the
» ' Staffing Coordinator, the
The facility provideg a Credible Allegation of resident’s side rails was
I |
FORM CMS-2567(02-99) Previous Versions Obsolate Event ID:908D12 Faellity ID: TNsza1 If continuation sheet Page 6 of 33
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EAST TN HEALTH CARE

465
Ad/@2/2812 @8:11 4234424

UEPARTMENT OF HEALTH AlND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENGIES {x1) PRDWDER!SUbPuERfca 14,
AND PLAN oF CORRECTION IDENTIEICATION NUMBER:

445457

NAME OF PROVIDER op SUPPLIER
EAST TENNESSEE HEALTH CARE

(Xa) (D SUMMARY STATEMENT oF DEFICIENGIES
PREFIX | (EACH DEFICIENGY pusT BE PRECEDED By fyyy.
TAG REGULATORY OR g0 IDENTIFYING INFORMATION) |
}
{F272 Continued From page §

least the following:
| Identification and demographic: information;
Customary routine;
i Cognitive patterns;
/ Communication,

Vision: /
' Mood ang behavior patterns:
’ Psychosacial well-being;

Physical functioning and structyrg) problems;
Cnntinence;

Disease diagnosis and heaith conditions;

Dental ang Nutritianal status;

Skin conditions;

Activity purs uit;
[ Medications;

Special treatments and Procedures: /
Discharge potentiar:

areas triggereqd by the cempletion of the Minirum |
Data Set (MDs3): and
Documantation.of Participation in assessment,

| .

| |
L
|

by:
Based on medical record review, observatinn,
and interview, the facility failed to Conduct a

Ny |- -Comprehensive assessment on-six residents
e -f#4-17-#66r#1‘8.ﬁ¥8 : ;
residents reviewed.

,J This REQU!REMENT IS not met ag évidenceg
V-

The facility Provided a Credipe Allegation of

FORM CMS~256?{02—89) Previoyg Verslons Obsolata Eventin: spap 2

{%2) wy
A. BUILDING

LTiPLE CONSTRIICTION

B. WING

STREET ADDRESS, CiTY,
PREFIX
T

{F 2?2}/

ﬁﬁr#s?mﬁortﬂhme-——'“f-“—

FRINTED: G314/
FORM APER e

STATE, 2P cope
465 ISBILL RD

MADISONWLLE, TN 37354
PROVIDER'S PLAN OF CorrecTION
(ACH CORRECTIVE ACTION SHOUL BE
CROSS-REFERENCED T0 THe APPROPRIATE
DEFICIENGY)

: ;
eliminated and the resident was

| Placed on a Jow bed with matg,

On 3/5/12 resident rolled out of

bed with 5 small laceration to

/ Upper lip with intervengion, to
check placement of furniture ang
remove if in Pathway, Keep room
free of chytter for safety, Bowel]

/ and bladder Program to determipe
habit time, ang FROG Program,

Care plan wag Updated to reflagt

new r'm'erventio,ns for 3/5. 3713

resident wag found in room 129

bathroom with one shoe on,

Resident had gotten up from hey

’ Wheel chair iy another resident’s
Toom, with interventions for

f Proper footweay (nonskid) replace
footwenr when resident removes
as allows with physica] therapy to
screen. On 3/15 s Turther
ntervention Was added to get up
after breakfag as desires after
further inyes £ation of fa]] op
3/13. Fay on 3/17 where resident

~ rolled from the bed in hey sleep,
bed was in lowest position with

/ mats on both sides, no injury

- T

Fadllity ID; TG 201

—_———

OMB NO. 0838-0:
{X3) DATE SURVEY
COMPLETED
R
0311212012

(X5}
COMPLETIC
DATE

If continuatipn sheet Page ¢ of 38
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5
ad/082/2812 ©8:11 423442446

DEPARTMENT OF HEALTH

CENTERS FOR MEDICARE

STATEMENT OF LCEFICIENCIES
AN FLAN OF CORRECTION

AND HUNM AN SERVICE:S
& MEDICAID SERVICES

X713 PRDWDEWSUF‘F’L!ER!CLIA
IDENTIFICATION NUMBEF:-

445457

NAME OF FROVIDER oR SUPPLIER

EAST TENNESSEE HEALTH CARE

(X4) ID SUMMARY STATEMENT oF DEFICIENCIES
PREFIX (EACH DEFICIENCY MysT BE PRECEDED BY Fuy ;.
TAG REGULATORY OR e IDENTIFYING INFORMATION)

{F 2723 / Continued From page 5
least the following:
Identification and demo
Customary routine;

f Cognitive patterns:

. Communicaﬁon;
Vision:

Mood and behavio
( Psychosocial we|
Physicai functio

l Continence;
Disease diagnosis ang health congj

! Dental ang nutritional status;

| Skin conditions;

| Activity pursuit;
MedfCaﬁons;

| Special treatments ang

 Discharge potential:

[ Documentation of summary information regarding

| the additiona) assessment performed on the care

{ areas triggereqd by the completion of the Minimurm

| Data Se S); and

OCUmentation. of participation jn assessment,

|

|

/ This REQUIREMENT s not met as evidenced
! by'

graphic information;

I patterns;
I-being;
ning and structural broblems;

tions:

procedures:
|
i

_‘- Bés_ed on medical re

and Interview,

!’ The facility provided 3 Credible Allegation of

FORM CMS~256?[02—99) Previoys Versions Obsolete Event ID; 9Dap12

PAGE 42/99
ST TN HEALTH CARE

PRINTED, C2/1¢/2
FORM AFPROY

OMB NO. 0238.-0:

{%3) DATE SURVEzY

(X2) MULTIPLE CONSTRUCTION

COMPLETER

A, BUILDING

B, WrNG'—‘———__._____ 03/12/2012
— UOM12/2012

STREET ADDRESS, CITY, STA
465 [SBILL RD

MADISONVILLE, TN 37354
FROVIDER'S PLAN OOF

TE, ZIP CODE

CORRECTION (X5}

[[w]
PREFIX

(EACH CORRECTIVE ACTION SHOULD g COMPLETIO
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
' DEFICIENGY)

(F 2?2}!{ noted, intervention to add poo]
I noodles to define perimeter of the
/ bed with al] ahove interventions
added to the carc plan as
, mplemented, Resident’s care
j Plan is updated per MDS and/or
Charge Nurse on an ongoing
bases and as needed with any new

orders, intervcntions, or changes.
Assessment was completed on

2/28/12 by the Staffing
Coordinator for the elimination of
side rails and the use of' a low hed
with mats afier receiving a
physician’s order, The care plan
Was audited by the Nursing
Administration Staff to ensure
that the plan of care had been
updated to reflect the resident’s
Current status op 2/29/12.

|
|

|
|

|

(d) Resident #83 The
recapitalization opdeys Were
signed by the Physician Jor 2/2/12
included gy order for the yse of
side rails. 4pn assessment waqs

) completed on 2/6/1 2 USIHg q Pre.
Restraint 4 SSessment for the yse
| of % side rqjlg completed by the

Fadllity ID; TNG201

If continuation sheet Page 6 of 38
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4234424465

DEFARTMENY
CENTERS FOR

OF HEALTH AKND HUMAN SERVICES
MEDICARE & MEDICAID SERVICES

EAST TN HEALTH CARE

PAGE 43/99

FRINTED: G3/14/2042
FORM AFFROVEL

OMB NO. 0938-0391

STATEMENT OF DEFICIENGIES {(%1) PROVIDER/S LPPLIERICL), (X2) MULTIPLE CONSTRUCTION (X7) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
_— =
445457 RNe 03/12/2012

NAME OF PROVIDER OR SUPPLIER

EAST TENNESSEE HEALTH CARE

STREET ADDRESS, CITY, STATE, ZIP CODE
465 ISBILL RD

MADISONVILLE, TN 37354

XaHo | SUMMARY STATEMENT OF DEFICIENGIES
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED By FuLL
TAG REGULATORY OR LSC IDENTIFYING (NFORMATION)

| D PROVIDER'S PLAN OF CORREGTION
FREFIX (EACH CORREGTIVE ACTION SHOULD BE
TAG GROSS-REFERENCED TO THE APPROPRIATE

DEFIGIENCY)

5

(X8)
COMPLETION

DATE

{F 272} | Continued From page 5

least the following:

Identification and demographic information;
| Customary routine;

Cognitive patterns;

Communicaticm;

Vision:

Mood and behavior patterns;

Psychosocial well-being;

Physical functioning and structural problems;
i Continence:
| Disease diagnosis and health canditions:
Dental and nutritional status;
Skin conditions;
Activity pursuit:

Medications;
[ Special treatments and pracedures:

| Discharge patential:

Documentation
the additiona| assessment performed

Data Set (MDS): and
Docum entation. of participation in assessment,

This REQUIREMENT ig not met as evidenced
| by: ;

Bas_ed on medical record review, observation,
and interview, the facility failed to conduct a

-Comprehensive assessment.on Six-residents.-

[
FORM CMS-2567(02-99) Previous Verslons Obsolate

The facility provided a Credible Allegation of

of summary information regérding

_ on the care
areas triggered by the completion of the Minimum

STy offorty threg~—

restraint was recommended
related to cognitiye impairment,
requiring physical assistance, and
( unaware of sqfety issues. An
order was obtained on 2/6/12
from the resident’s physician for
the use of side rails as a restraint.
On 2/20/12 an Evaluation for the
use of Side Rail Assessment was
completed by the MDS
Coordinator indicating the
resident was unaware of safety
needs, cognitive impairment, and
requiring physical assistance with

the utilization of % side rails. A

new Evaluation for the yse of
: Side Rails was completed on

# 2/23/12 by the Director of

. Nursing for the reduction of side

/ rails from % to 4. The resident’s

|

|

| i

’ {F 272}| MDS Coordinator indicating o
|

Physical Restraint Assessment
was updated on 2/23/12 by the
Director of Nursing for the
restraint reduction and new orders
received for the use of ! side
rails. On 2/28/12, an Evaluation
for the use of Side Rails and
Physical Restraint Assessment

Event ID:9DaD12

Faclity ID: TNB201

If continuation sheet Page 6 oﬁ
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FRINTED, C3l14i201z

DEFARTMENT GF HEALTH AND HUMAN SERVICES OMFBOIE%‘I %;Eg%\é%[;
CENTERS FOR MEDICARE & MEDICAID SERVICES —— SLIRVE,,
STATEMENT. OF DEFICIENCIES (1) PROVIDER/SUPPLIER/GLIA {X2) MULTIPLE CONSTELCTION {x:}CSMEILETED v
AND PLAN OF CORRECTION IDENTIFICATION NLIMBER: A BUILDING “
) 445457 PG 03/12/2012
NAME OF PROVIDER QR SUPFLIER STREET ADDRESS, CITY, STATE, ZIF CODE
466 ISBILL RD
EAST TENNESSEE HEALTH CARE MADISONVILLE, TN 37354
SUMMARY STATEMENT QF DEFICIENCIES D PROVIDER'S PLAN OF CGORRECTION (X5
é:;gli::)‘( (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX {EACH GORRECTIVE ACTION SHP?ZIUDLERIBETE COMDP;:EHON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE AP

DEFICIENCY)

was completed by the Director of

{F 272} | Continued From page 5 {F 272} LT ey
least the following: Nursi ng ndicating the elimination
[dentification and demographic information; of 5 rails and placed on low bed

Customary routine;

i ” with mats. The care plan was
ognitive patterns; ' .
Communication: i audited by the Nursing
Vision; - Administration Staff to ensure
Mood and behavior patterns;
Psychosocial well boing, that the plan of care had !:Jecn‘
Physical functioning and structural problems; updated to reflect the resident’s
Spntinendcg; S ediificonds | current status on 2/29/12. Care
isease diagnosis and health conditions: . = v
Dental and nutritional status; plan is current to resident’s status
Skin conditions; and is updated per MDS and/or
ﬁg‘ d‘?g&”ﬂ?‘t Charge Nurse on an ongoing
| Special treatments and procedures: bases and as needed with any new
| Discharge potential:

) ) ) orders, interventions, or changes.
Documentation of summary information regarding

the additional assessment performed on the care )
areas triggered by the completion of the Minimum (e) Resident # 55 expired on

Data Set (MDS); and
Decumentation of participation in assessment. 2316!12" Nof further assessments
or modifications can be

completed for this resident.

(f) Resident # 57 A teléphone
order was received from the

This REQUIREMENT is not met as eVidenCEd resident’s ph}rs_lclan for the use Of

by: e ,
* Based on medical record review, observation, | | 72 siderails on 2/10/12. The
and interview, the facility failed to conduct a resident was assessed on 2/20/12
-+-comprehensive assessment.on six-residents usi ¢ Bv : ' "
(41 B8 H85, #557 #57) Of forty thrers —— ———— —{ Sing th. Evaluation for use of |
residents reviewed. Side Rails (for the evaluation of

The facility provided a Credible Allegation of

FORM CMS-2587(02-89) Previous Versians QObsolete Event ID; 9D8D12 Faciity 1D: TNGE201 If continuation sheet Page 6 of 38
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DEFARTMENT OF HEALTK AND RUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

EAST TN HEALTH CARE

PAGE 45/99

PRINTED: 031472012
FORM APFROVED
OMB NQ. 0938-0391

STATEMENT.OF DEFIGIENCIES ] (%1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {¥3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUWMBER: COMPLETED
A BUILDING
8. WING R
. WI
445457 03/12/2012

NAME OF PROVIDER OR SUPPLIER

EAST TENNESSEE HEALTH CARE

STREET ADDRESS, CITY, STATE, 2IP CODE
465 ISBILL RD

MADISONVILLE, TN 37354

Cognitive patterns;

Communication:

Vision;

Moad and behavior patterns;
Psychosocial well-being;

Physical functioning and structural problems;
Continence;

Disease diagnosis and health conditions;
Dental and nutritional status;

Skin conditions:

Activity pursuit:

Medications:

Special treatments and pracedures:
Discharge potential;

Data Set (MDS); and
Documentation. of participation in assessment.

' g‘his REQUIREMENT is not met as evidenced
y:
Basgd on medical record review, observation,
and interview, the facility failed to conduct a
somprehensive -assessment.on.six residents

residents reviewed.

[ The facility provideq a Credible Allegation of
|

Documentation of summary information regérding
| the addiponal assessment performed on the care
areas triggered by the completion of the Minimum

- #0018, #8345 #57) 0 Torty threw——

X410 | SUMMARY STATEMENT OF DEFICIENGIES ' D PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FLLL I PREEIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) | TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
1
. i i indicath e use of
{F 272} | Continued From page 5 212 .Slde: rail 1fse) indicating the u
least the following: /2 side rails by the Staffing
Identification and demographic information: Coordinator. A Pre-Restraint
Customary routine;

Assessment was completed on
2/21/12 by the Director of
Nursing that indjcated side rails
are used as a restraint. On 2/24/12
another Evaluation for the use of
Side Rail was completed by the
Staffing Coordinator indicating
the elimination of % side rails (no
side rails are in place at this time).
As of 2/24/12 the resident’s
current interventions include: the
locking of wheel chair prior to
transfer, offer rest periods, assist
to the bathroom during rounds
and as needed, bed in lowest
position, a chair sensor pad. The
care plan was audited by the
Nursing Administration Staffto
ensure that the plan of care had
been updated to reflect the
resident’s current status on
2/29/12. The care plan was
audited by the Nursing _
Administration Staff to ensure T
that the plan of care had been
updated to reflect the resident’s

FORM CMS-2567(02-09) Ptavious Versions Obsolets

Event ID; 908012

Faclfity 10: TNG201 If continuation sheet Page 6 of 38
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FAGE 46
EAST TN HEALTH CARE

/99

FRINTEL- Cel4/204:
FORM APRROVEL

OMB NO. 0938-039°

TEME: SIE . xn PROVIDER!’SUPPLJER!CUA (X2) MULTIPLE CONSTRUCTION {X2) DATE SURvEY
f Eg L‘ELPAI:JV;FO(EODRE;&;T?(JJ%:ES { IDENTIFICATION NUMBER. A~ COMPLETED
= —_— . R
445457 - 03/12/2012
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, ZIP CODE
465 ISBILL RD
EAST TENNESSEE HEALTH CARE MADISONVILLE, TN 37354
SUMMARY STATEMENT OF DEFIGIENGIES ) A OVIDER'S PLAN OF CORRECTION &)
é’é“é;'& {EACH DEFICIENCY MUST BE PRECEDED go FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE SoMELErioN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG °“°SS‘“EFE“E§§§2.E3§%E APPROPRIATE
|
| |
} .- us on 2/29/12. The
{F 272} | Continued From page 5 {F 272y CWTent status on )
least the following: resident’s care plan was reviewed
Identification ang demographic information: by the Director of Nursing on
| Gustomary routine; 3/7/12 and evaluated for fa]
| Cognitive patterns; . i
Communication; Prevention strategies and deemed
| ViSiOd"i i ’ the intervention for constant
' Mood and he avior pa ems:; Vs N i
Psychosocial we!l-be?ing- supervision during toileting was
Physical functioning and structural problems: inappropriate. After review of
Continence: ; -
: S i tinterventions on 3/7/12 b
| Disease diagnosis and health conditions; currerll imterventio ; Y |
Dental and nutritional statys; the Director of Nursing and .
Skin conditions; | further investigation of the
Activity pursuit | leave unattended) it was
Medications: . . 2
I Speciai treatments and proc:edures: | dctel‘n]_med that the InteertltIOIl
’ Discharge potential- : was implemented hefore a full
i Documentation of Summary information regarding .
| the additional assessment performed on the care root f:ause ana.tlysn 5 Was conducted
areas ftriggered by the completion of the Minim um (the Intervention was removed as
- gsti r?}itn{:avigsk ?ndrtfc' stion t of 2/24/12 interventions above),
C 0 1 i . ; .
" ot participation in assessmen ' As of 3/22/12, current nterventions,
_ J the resident remains on the FROG
" ' Program. participates in restorative
J with ambulation “walk to dine
/ ] Program”, low bed with mats,
antiroll back brakes, the lock; ng of
} I‘Jr;ns REQUIREMENT s not met as evidenced wheel chair prior 1o transfer, offer
| Based on Mmedical recorg feview, observation [ rESt_ periods, assist to the bathroom
and interview, the facility failed to condyct g duting rounds and as needed, further
- - t€omprehensive assessment On-six-residents ' | monitoring ang interventions wil]
T T (#4 #6044 O #8355, 457 o forty thre —— L-—__ |. e ident’s ] ———
residents reviewed, continue to. prevent falls. Resident’s
care plan is current and updated
The facility provided a Credible Allegation of ’ | per MDS and/or Charge Nurse on
i )

FORM CMS-ESE?(OE-@B) Pravious Vorsions Obzolate

Event ID: 908D12

Facliity (D: ThG201

If continuation sheat Fage 6 of 38



EAST TN
44244865

8g:11 423

0d/02/ 2012

DEFARTMENT OF HEALTH AND HUMAN
CENTERS FOR MEDICARE

STATEMENT.OF ﬂEFlCJEN‘CIES
AND FLAN &F CORRECTION

SERVICES
& MEDICAID SERVICES

(1) F‘ROWDER!SUPPLI’ERFCLM.
HIENTIFICATION NUMBER:

445457
NAME OF PROVIDER oR SUPPLIER

(X2) MULTIPLE CONSTRUCTION
A BUILDNG

B. WING

EAsT TENNESSEE HEALTH CARE
x4 | SUMMARY STATEMENT oF OEFICIENGIES )
PREFIX | {EAGH DEFICIENCY MysT B PRECEDED By Fy,

TAG REGULATORY OR (g IDENTIFYING INFORMATION;)

{F 2?2}' Continued From page 5
J [east the foliowing:
Identification ang demographic information; }

Customary outine:

Cognitive batterns;

Communicatfon,‘

Vision: . f
Moed and behavior patterns;

Psychosociai well-being: .
Physical functioning ang structural problems: f

Continence;
] Disease diagnogis and health conditions;
" Dental ang nutritiona| status:

Skin conditions;

Activity pursuit:

Medfcations;

Special treatments ang
|' Dfscharge potential;

Procedures; z

areas friggered by the Completion of the Minimurm )
Data Set (MDS); ang

| Documentation. of participation in assessment.

-#4’1?#66.‘#146,-#83"#55.—#5?
residents reviewed.

J The facility Provided a Credible Allegation of /

ORM CMSAZSG?(OE-SQ} Previous Versions Obsolata Eventip:apsp1p

PAGE  47/99
HEALTH CARE

FRINTELD. Rar1420
FORM APPROVE
OMB NO. 0938.03¢

(X3) DATE SURVEY

COMPLETED
T 03/12/2012
g T = lazsilz

STREET ADDRESS, CITY, STATE, zip CODE
465 ISBILL RD
MADISONVILLE, TN 37354

FROVIDER'S PLAN OF CDRRECT[ON {X5)
(EACH CORREGTIVE ACTION SHOULD Be COMPLETION
CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENCY)
—_—

an ongoing bages and as needed
with any new orders,
intervent; 015, or changeg,

MDS’s and Care Plang wag
| initiated op 2/28/12 and
| completeq by 3/5/12 to identify
| other assessments that may not
have becy coded or updateg
correctly for the yse of side ’
rails/restraints, Ten residents were |
; identified ag needing changeg

2. A review of alj residents /

{ fade to a current op previous
' assessment (MDS) for the use of
, side rails, alf of the ten were

completed between 2/28/12 ang ‘
3/5/12 by the MDS
Coordinator(s),
3. The Regional Nurse Consultant
J n-serviced the MDg Coordinator
l and the Staffing
Coordinator/Bagk Up MDS
/ Coordinator 01 2/21/12 and
2/22/12 on the completion of
_ f accurate assessments and
developing/revision of care plans
to reflect the resident’s current
medjcal condition. The MDS
Facifity ID: Tigzo1

If continuation sheet Page

6of3g
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PAGE 4B8/99

FRINTED: C3/144204:2
FORM AFFROVED
OMB NO. 0938-0391

STATEMENT.QF DEFICIENCIES (X1} PROVIDER/SLPPLIERICLIA (%2) MULTIPLE CONSTRUCTION {KE} DATE SURVEY
AND PLAN QF CORRECTION DENTIFICATION NUMBER: COMPLETED
A BUILDING
=3
WIN
445457 B.NG 03/12/2012

NAME OF PROVIDER OR SURFLIER

EAST TENNESSEE HEALTH CARE

STREET ADDRESS, CITY, STATE, ZIP CODE
465 1SBILL RD
MADISONVILLE, TN 37354

(X4)1D SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION (s
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX ({EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY COR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROFPRIATE DATE
DEFICIENGY)
_ Coordinator will obtain a
{F 272} | Continued From page 5 {F 272} hysician’s order, initiate a Pre
least the following: p ys:c-ran s order, initiate a Pt
ldentification ang demographic information; Restraint Assessment, complete .
ggstqtmaw rguténe: an Evaluation for the Use of Side |
nitive patterns: ; : : .
Co%municaﬁon; Rails, and obtain a Side Rail
Vision; Assessment and Informed
Mood and behavior patterns: - d
' 6 5 ' i ; _ e
Psychosocial well-being; C'OIISEI:Jt form for newly coded .
Physical functioning and structural problems; side rails on the MDS, along with
gpntmeng_e; , health cond revising the resident’s care plan.
Isease diagnosis and health con itions; ; oy : ;
Dental and nutritional status; If the side rail is a contlr-luatmn.
Skin conditions; from the resident’s previous
a(:éhirggt?ounr:}j i assessment, a Physical Restraint
Special treatments and procedures: Assessment will be reviewed and
glscharge potential; updated to determine if the
ocurnentation of summary information regarding T : idate for re i
the additional assessment performed on the care I’CS]dEI‘It 38 cand 'da't? I"r J.:cst"ramt
areas triggered by the completion of the Minimum reduction, The Interdisciplinary
ggg" r?f“ E‘:{DS)J ?ﬂdrt' t Team (not limited to:
umentation.of participation in : . . s
P & HissEashEnl Director/Assistant Director of
Nursing, MDS Coordinator,
Social Services, and Activity
Director) will also discuss
residents with restraints monthly
This REQUIREMENT is not met as evidenced n thfs]r FE,IH - Meetmgl for
by: modification and/or reduction.
- Based on medical record review observation Resi ili i
) : % : : esident and families will be
and interview, the facility failed to conduct a )
4 -comprehensive assessment on-six residents | notified of scheduled care plan
~ ——-(#4'1d #i(i;#‘ra;—#B'Sr#ES,—#S?-roﬁorty'three_"" T[T "]~ meetings by the MDS o S S
residents revi s ; ;
fersnewed: Coordinator prior to the residents
The facility provided a Credible Al legation of next scheduled assessment and/or
!
FORM CMS-2567(02-90) Previous Versions Obsolete Event ID:308D12 Faeffity (D: TN6201 If continuation sheet Paga 6 of 38
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DEFARTMENT OF
CENTERS FOR MEDICARE &
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PAGE 49/399

FRINTED: C3/14/20%%
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) FROVIDER/SUPPLIER/GLIA (A2} MULTIPLE CONSTRUCTION {XZ) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING R
445457 BN 0311212012
NAME oF PROVIDER QR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
@ SSEE HEALTH CARE 465 ISBILL RD
FAST TENNESSEE HEALTH CAR MADISONVILLE, TN 37354
SUMMARY STATEMENT OF DEFICIENGIES ID PROVIDER'S PLAN OF CORRECTION x8)
F('XREFIE( (BACH DEFICIENCY MUST BE PRECEDED BY FLL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
' ; ceded to assist in developine a
{F 2?2}' Continued From page 5 {F272) af n £ th the ping
! least the following: pian of care that meets :
Identification and demographic information; resident’s personal/medical goz}ls.
Customary routine: The MDS Coordinator will utilize
Cognitive patterns; ; . . ;
| Communication, 1rLf01‘{nat1on prowc_ied in the
Vision: morning QA meeting, 24 hour
Mood and behavior patterns; report, resident’s medical record,
Psychosacial well-being; d ication i ff
| Physical functioning and structyral problems; and communication from staff,
Continence; residents, and/or families when
Disease diagnosis and health conditions- - ;
. ' t sident assessments
| Dental and nutritiong| status; completing resident ass smen
Skin conditions: 1o ensure accuracy. On 2/23/12
ﬁctg{“}’tPUFSU“i the Interim MDS Coordinator wa
edications; . : .
| Special treatments and procedures: n-serviced by the Regional Nurse
| Discharge potential; . Consuliant on accuracy when
| Documentation of summary information regarding completing MDS’s and the
| the additional assessment performed on the care ) ibRsE
areas triggered by the completion of the Minimurm development and revision of care
i Data Set (M DS); and ‘ plans, along with recent survey
J Documentation of participation in assessment, deficiencies. On 3/5/12 the
Regional Nurse Consultant jn-
serviced the MDS Coordinator on
/ documenting (communj cation)
{ ' changes made to the resident’s
: , ] = 4 o :
This REQUIREMENT is not met as evidenceg plan of care on the 24 hour report
by:
' Based on medical record review, observation, 4. The Interdisciplinary Team wil]
and nterview, the facility fajled to conduct a review all completed MDSs and
- - | comprebensive assesgm 8nt on- six residents. : - ' - fi G '
& B— *6#44';#637#187#83?#557#57beme"“'_‘_—'—"" ——Care Plans for accuracy, making ez
! residents reviewed. revisions as needed daily
: . _ onday-Friday) in the mornin
The facility proviged a Credible Allegation of Mon y.F yin . © morning
‘ QA meeting. The Director or

FORM CMS—ESG?{OE-SS) Previous Versions Obsolete Event iD:8D8D12

Facity ID: TNE201 If continuation sheet Page 6 of 38
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paspzizonz Be FRINTED: Ca/1ain
DEPARTMENTQFHEAfﬁeﬁNDHUMANSEchES FORM APFROYE
CENTERS FOR MEDICARE & MEDICAID SERVICES

OMB NO. 0938-03¢
(X3} DATE SURVEY

STATEMENT OF DEFiCiENGES [E8)] F’ROWDERISI}F‘PLIER{CLIA

(.47)] MULTIPLE CONST RUCTION
AND PLAN OF CORREGTION IDENTIFICATION NUMEFER:

COMPLET ED
A, BlSiL DING R
445457 8. WiNG 0311272012

NAME OR PROVIDER aR SUPPLIER

STREETADORESS,
465 I1SBILL Rp

MADISONWLLE, TN 37354

CITY, $TATE, zIP cope
EAST TENNESSEE HEALTH CcARE

(X4) 1D ] SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORREGTION )
PEFICIENCY MUST BE p ECEDED By pyy F EACH CORRECTIVE AcTION SHOULD gg COMPLETION
”?ﬁg”‘ | r{géﬁrrjqr%%vlgﬂ LSG IDENT!FY?NG INFORMATION) P?EGK } GF:OSS-REFERESCE%E?JJ%EAPPRDPRiATE DATE
E
{F 272} ’ Continued From Page 5 [ (F 2?2}J Assistant Director of Nursing wi]j {
/ least the following: J review MDSs and Care Plans to ;
Identification ang demographic information; ensure compliance js met for the ’
ustomary routine; / - : ; '
| Cognitive patiems. ] next ?O days,.then weekly for 90
Communrt:aticm; J / days if compliance hag been
Vision; J maintained; thep random]
Mood and behayior patterns: J o : 4
| Psychosocial well-being: ! thereafter, If at any point
i Physical funcﬁoning and structyrag) Problems: f compliance is not met, the party f
ontinence; / . - :
| Disease diagnosis ang health conditions; Will resume -momtonf]g daily ’
Dental ang nutrifional statys: (Monday—Pnday) until
/ Aktm .‘t’;“ﬁ'“‘:”?ff { compliance is maintaineq The
clivi rsujt: : . .
| Me dicati)ns; Director or Assistant Director of
| Special treatments ang Procedures: { Nursing wij] review findings
ischarge potential- related to the 4 1ts i
i Documenfation of Summary information regarding J © the aug - 1.n the
| the addiiional assessment Performed on the care qQuarterly QA Committee.
| @reas friggereqd by the Completion of the Minimum
Data Set (MDS): ang
Documentaﬁon.of Participation in AsSSessment. J ]
f} / Completipn Date: 3/22/12 (
/ This REQUIREMENT s not met as evidenced f J ,
Based qn Medical recorg review observation f
and interview, the facility faijleq to conduct 4 ' ’
IR comp:ehensweassessment-en Sixresidents . [ e - . AR e
e (#447#66;-#1-87#83;#5-57#57y0f-fm?1m@—--— I it o S R —~F-~—
residents revieweq.

f The facility Provided a Credipje Allegation of

JRM CM$-256?(02-99} Praviays Versions Obsolets Evenlit:spap s

Faciity 1D: TNg201 If continuation Sheet Paga 6 of 38
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PAGE 51/99

FRINIED: 02/14/a¢i1%
FORM APPROVED
OMB NO. 0938-02391

STATEMENT OF DEFICIENCIES {(X1) PROVIDER/SUPFLIER/CIL

(X2} MULTIPLE GONSTRUCTION

{(X3) DATE SUrvey

2 : COMPLETED
AN PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING
R
445457 B. WING 031122012

NAME OF PROVIDER OR SUPPLIER

EAST TENNESSEE HEALTH CARE

STREET ADDRESS, CITY, STATE, ZIP CODE
465ISBILL RD

MADISONVILLE, TN 37354

(X4) ID SUMMARY STATEMENT OF DEFIGIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LsC IDENTIFYING INFORMATION)

PREFIX

PROVIDER'S PLAN OF CORREGTION Xs)
(EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)

D

{F 272} | Continued From page 6
Compliance on March 5,2012. A revisit
conducted on March 12, 2012, revealed the
corrective actions implemented on March 5,
2012, removed the Immediate Jeopardy.
Non-compliance for F-221 continues at a "E” level
citation (potential for more than minimal hatm).

The findings included:

| Validation of the Credible Allegation of

{F 272}

Compliance Was accomplished through medical
record review, review of facility policy, _
observation, and interview with the nurses,
nursing assistants, and administrative staff. The
facility provided evidence Fre-Restraint
Assessments and Physical Restraint
Assessments were completed when indicated.
The facility provided evidence of fall risk
assessments and side rail assessments were
completed for all residents, with removal of side
rails when indicated. The facility provided
evidence of in-service for all staff and random
audits to ensure compliance,

The facility will remain out of compliance at 3 "g"
level until it provides an acceptable plan of
carrection to include continued monitoring to
ensure the deficient practice does not recur and
the facility's corrective measure could be
reviewed and evaluated by the Quality Assurance
Committee,
{F 278} 483.20(g) - (j) ASSESSMENT

SS=g ACCURACWCOORDINATIONICERTIFIED

T T T e assoss
resident's statys.

A registered nurse must conduct or coordinate ,
| I

{F 278}

-accurately reflect e —— §— —-—1-

K278

483.20(g)-(j) Assessment
~ Accuracy/Coordination/Certified ———-—

85=E

FORM CMS-2667(02-09) Previoys Versions Obsolete Event ID: 0D8D12

If continuation sheet Page 7 of 38
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DEPARTMENT OF HEALTH AND HUMAN SERVIGES
CENTERS FOR MEDICARE & MEDICAID SERVICES

EAST TN HEALTH CARE

PAGE B2/84

PRINTED: 03/14/5G712
FORW: APPROVED
OMB NO. 0938-0301

STATEMENT OF DEFICIENCIES
AND PLLAN OF CORRECTION

(X1) PROVIDERISUPPLIER/CLIA
IDENTIFIGATION NUMBER;

445457

{X2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
COMPLEYED
A. BUILRING
8. WIN R
i 03/12/2012

NAME OF PROVIDER QR SUPRLIER

EAST TENNESSEE HEALTH CARE

STREET ADDRESS, CITY, STATE, ZIP CORE
485 ISBILL RD

MADISONVILLE, TN 37354

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORREGTION (5)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL FREFIX (EACH CORRECTIVE AGTION SHOULD BE DOMFLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG cnoss-REFeneggsté’Lg ‘;r%ls APPROPRIATE
. . Requirements:
{F 278} Continued From page 7 {F 278}
each assessment with the appropriate The assessment must accurately
participation of health professionals. Fofleot the vasidenve stats. Bak
A registered nurse must sign'and certify that the ndividual who completes a portion
assessment is completed. of the assessment must sign and
Each individual who completes a portion of the certify the accuracy of that portion of
assessment must sign and certify the accuracy of the assessment.
that portion of the assessment.
Corrective Action Plan:
Under Medicare and Medicaid, an individual who
wilifully and knowingly certifies a material and :
false statement in a resident assessment is 1'. 1'(1?) R?;de?_t #l Wgs ?ﬁsesse'j
subject to a civil money penalty of not more than Wikl modihcations made fc e
$1,000 for each assessment; or an individual who previous assessment on 2/28/12 by
willfully and knowingly causes another individual the MDS Coordinator to include:
to certify a material and false statement in a Dementia, Bipolar, Anxiety, and
resident assessment is subject to a civil money Deep Vein Thrombosis diagnoses.
penalty of not more than $5,000 for each
assessment, (b) Resident #53 was reassessed
G ; ; ith modificati de to th,
Cirr:;c_allmsagreement does not constitute a :eri ml{: :;Esceast;?nn;n?;?; ,;8,}7162 by
material an ; gk ;
ral and false statement the MDS Coordinator to include:
Dysphagia.
This REQUIREMENT s not met as evidenced
by: ‘ (¢) Resident #57 was reassessed
Based_ on m‘edma! record review and interview, with modifications made to a
the facility failed to ensure the Minimum Data Set previous assessment on 2/29/12 by
(MDS) was accurate for four (#41, #53, #57 and the MDS Coordinator to include:
#23) residents of forty-three residents reviewed. previous fall
The findings included: ;
¢ (d) The resident #23 was

Resident#41was mumitted o the tacility i discharged to the hospital on R PR
fSeg;;gmbeé 23.b20121. azn‘::d1 reacfg1 itted to the 1/3/12 and did not return to the
acllity on October 24, 2011, with diagnoses facility. His MDS assessment

[ Including Alzheimer's Disease, Dementia, Bipolar, couldt}not Be cotected '

FORM CMS-2567(02-93) Previous Versions Obsolate Event ID;9D8D12 Facllity |D: TNB201 If continuation sheet Page 8 of 3¢
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Anxiety, Deep Vein Thrombosis and Colon
Cancer.

Medical record review of the MDS dated January
23, 2012, revealed no documentation of the
Dementia, Bipolar, Anxiety, and Deep Vein
Thrombosis diagnoses.

| Interview with the MDS Coordinator on February
| 17,2012, at 8:45 am., in the MDS office,
confirmed the MDS dated January 23, 2012, did
not include the diagnoses of Dementia, Bipolar,

| Anxiety, and Deep Vein Thrombosis and the MDS
was not accurate.

Resident #53 was readmitted to the facility on
October 23, 2011, with diagnoses of Dementia,
Aphasia, Dysphasia, Cardiovascular Accident and
Left Frontal Hematoma,

Medical record review of physician consult dated
November 23, 2011, revealed
"...dysphasia...throat problems,.."

Medical record review of the Minimum Data Set
dated January 13, 2012, revealed no
documentation of the diagnosis of Dysphagia.

Interview with the MDS Coordinator on February
17, 2012, at 8:45 am,, in the MDS office,
confirmed the MDS dated January 13, 2012, did
not include the diagnoses of Dysphasia, and the
MDS was not accurate.

Xa)1p | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION {xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL «  PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
. 2. A review of all residents
{F 278} | Continued From page 8 | {F 278}

MDS’s and Care Plans was
completed on 3/16/12 to identify

other assessments that may not
have been coded accurately with

corrections made as needed by the
MDS Coordinator(s). A review
of all residents MDS*s and Care
Plans was initiated on 2/28/12 and
completed by 3/5/12 to identify
other assessments that may not
have been coded or updated
correctly for the use of side |
rails/restraints. Ten residents were |
identified as needing changes
made to a current or previous
assessment (MDS) for the use of
side rajls, all of the ten were
completed between 2/28/12 and
3/5/12 by the MDS
Coordinator(s).

3. On 2/21/12 and 2/22/12 the
Interim MDS Coordinator and the
Interdisciplinary team was in-
serviced by the Administrator in
the presence of the Regional Nurse

November 11, 201 1, with diagnoses including
Alzheimer's Disease, Hypertension, and Senila
Dementia,

" Resident #57 wes admitted - hve Taiity on 7

" Consultant on accuracy when
completing MDS’s and the
development and revision of care

| vlans, along with recent survey

FORM CMS-2567(02-99) Previous Verslons Obaolelg
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PREFIX {Gac DEFICIENCY MUST BE PRECEDED gy puL | PREFiX (EACH CORRECTIVE ACTION SHOULD BE | cominon
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPR{ATE DATE
|! DEFICIENCY)
s : defi ciencies. The Regional Nurse
F2rg J ontinye -| : :
{ }I Continad Fror PRRaY |l {F 278) Consultant in-serviced the MDS
| Medical record review of the Minimum Data Set | Coord%nator and the Staffing
| (MDS) dated January 4, 2012, revealed “.. severe Coord?uatorKBack-Up MDS
| cognitive impairm ent...independent for Coordinator on 2/22/12 on the

locomotion on and off the unit...side rails used completion of accurate assessments
daily for restraints.._chair to prevent rising...one ]

developi ision of care
fall with njury..." since pﬁorassessmentdated ! a;]d ot c:f;l_:»ntgﬁ;evsqd I;
October 12, 2011, Continueg review of the MDS prans to reflect the resident’s

dated January 4, 201 2, revealed there were no | current medical condition.
falls without injury.

[ 4. The Director of Nursiug

|
| Medical recorg review of a Nurse's Event Note Services, or designee, will

| dateq November 22, 2011, revealed a fall with

injury, and Nurse's Event Notes dated December condUc.:t 4 random gudit of three

10, 2011, and revealed a fall without injuries. (3) residents per week to ensure
that diagnoses, behaviors, and

Interview on February 17, 2012, at 8:50 a.m., with | | falls are captured correctly for

four (4) consecutive weeks, These
residents and their medical
' on December 10, 2011, angd confirmed the MDS records will be assessed to ensure

Was not accurate, that the MDS assessment is a true
Resident #23 wag admitted to the facility on reflection of the resident’s status
March 12, 2010, with diagnoses including

the MDS Coordinator, in the MDS office, }
confirmed the MDS dated January 4, 2012, did

Dementia._ Coraonary Artery Disease, ;t the': Rt fotigl;he a.(siste ss¥ﬁe}1)1 -

Hypertension, Congestive Heart Failure, Indings OF tis audit will be . |
Peripheral Vascujar Disease, and Permicious discussed in the morning Quality

Anemia, _ Assurance meeting and the

. . ' quarterly QA Committee unti]

Medical record review of the Nursing Notes dated such time consistent substantial |

August 14, 201 1, revealed "...refusing to put 02 li h ' b
| ON...cussing and yelling secon dary to not being complience ias been e,

able to go on back porch,,."

Completion date: 3/22/12
1™ 7 Medicai mdmtﬁmmwmﬁﬂaﬁﬁ“ i T T e -
August 15, 201 1, revealed "...Resident sCreaming |

| ‘nursey nursey’.. Refuseq all 2000 (8:00 p.m.) | |
1_ } meds (medr’cations)..."

| .
Event ID:0psD 17 Facillly ID; TNAZ01 if continuation sheet Page 100f3s
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{F 278} | Continued From page 10 {F 278}

Medical record review of the Nursing Notes dated
August 16, 2011, revealed "...yelling out at times
to care givers..."

‘Medical record review of the Nursing Notes dated
August 17, 2011, revealed " .. Cont (continues) to
yell out frequently. When approached curses
staff. Drawing back fist to strike at staff . Awake !
most of night velling out 'nurse’ unable to
redirect.."

Medical record- review of the Nursing Notes dated |
August 18, 2011, revealed "...refusing to wear
02- --ﬂ

August 19, 2011, revealed "Resident cussing at
staff during care. Cont (continues) to refuse
thickened liquids-going to BR (bathroom) and
getting H2Q (water). Refusing to wear 02 when
up in wic (wheelchair). 02 sat (saturation) S0% |
| RA (room air)..." |

|
Medical record review of the Nursing Notes dated ’
|

‘ Medical record review of the Nursing Notes dated
August 20, 2011, revealed the resident was
repeatedly removing 02 (oxygen); had increased
agitation; and Ativan (antianxiety medication) had
been administered withouyt effect.

Medical record review of the Minimum Data Set
(MDS) dated August 20, 2011, revealed the
| resident exhibited no behaviors,

- _'"———lntewiwnn‘F"ebruaryﬂﬁﬂmramﬁSmth“_' ' ' ) ' -
the Social Worker, in the MDS office, confirmed
the MDS dated August 20, 2011, did not reflect

J the resident's behaviors and confimed the MDS

FORM CMS-2567(02-89) Previpus Versions Qbsolate Event ID;9D8D12 Facility ID; TNG201 If continuation sheat Page 11 of 3¢
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{F 278} | Continued From page 11 {F 278}
was not accurate.

Refer to F221- Substandard Quality of Care- !
resident's right to be free from physical restraints
imposed for purposes of discipline or
convenience, and not required to treat the
resident's medical symptoms.

Refer to 272 - facility must make a
comprehensive, accurate, standardized
assessment of each resident's need, and
functional capagcity.

Refer to F323 - Substandard Quality of Care -
facility must ensure that the resident environment
remains as free of accident hazards as is
possible; and each resident receives adequate
supervision and assistance devices to prevent
accidents,
{F 280} | 483.20(d)(3), 483.10(k)(2) RIGHT TO {F 280}
$8=g | PARTICIPATE PLANNING CARE-REVISE CP

The resident has the right, unless adjudged
incompetent or otherwise found to be
incapacitated under the laws of the State, to
participate in planning care and treatment or
changes in care and treatment.

A comprehensive care plan must be developed
within 7 days after the completion of the
comprehensive assessment; prepared by an
interdisciplinary team, that includes the attending

| physician, a registered nurse with responsibility
for the resident, and other appropriate staff in
dRTIpiines a5 determingd by The resident's needs,
and, to the extent practicable, the participation of
the resident, the resident's family or the resident's
| legal representative; and periodicaily reviewed

FORM CMS-2567(02-09) Previous Versians Obsclate Event ID:9D8D12 Facllity ID: TN62(1 If continuation sheet Page 12 of 3!
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I and revised by a team of qualified persons after
| @ach assessment,

This REQUIREMENT is not met as evidenced
| by:

’ Based on medical record review. observation,
and interview the facility failed to evaluate and

update the Care Plan for seven residents (#41,
#60, #18, #83, #52, #55 and #57) of forty three
| residents reviewed.

The facility provided a Credible Allegation of
t Compliance on March 5, 2012. A revisit
conducted on Mareh 12, 2012, revealed the ’

corrective actiong implemented on March 5,

1 2012, removed the Immediate Jeopardy.
Non-compliance for F-221 continues at 3 "g" level
citation {potential for more than minimal harrn).

| The findings included:

Validation of the Credible Allegation of
Compliance wag accomplished through medical
record review, review of facility policy,
observation, and interview with the nurses,
nursing assistants, and administrative staff The
facility provided evidence Care Plans were
reviewed and revised for alf residents to reflect
| the residents current status. The facility provided
, evidence of in-service for all staff and random
audits to ensure compliance,

! The facility will remain out of compliance at 5 "g"
level until it provides an acceptable pian of
L correction to include continued monitoring to

-_(x-'.) [+) f SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX (EA\CH DEFICIENCY MUST BE PRECEDED By Fuy PREFIX (EACH CORRECTIVE ACTION SHOULD BE SOMELERON
TAG REGULATORY OR LS IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE ATE
_ DEFICIENCY)
{F 280} ‘ Continued From page 12 {F 280}’

F 280

483.20(d)(3) 483.10(k)(2) Right To
Participate Planning Care-Revision
Ccp

88=E

Requirement:

The resident has the right, unless
adjudged incompetent or otherwise
found to be incapacitated under the
laws of the State, to participate in
planning care and treatment of changes
in care and treatment,

Corrective Action Plan;

I (a) Upon review of the Fal] Risk
Assessment on 2/6/12 completed
by the licensed nurse the systematic
review of risk factors indicated a
risk score of 24 (high risk) for
resident #41. Based on the risk
factors from his Fall Rigk
Assessment it was determined that
he was not a candidate for the use
| of side rails due to impaired P

FORM CMS-ZSS?(OZ-BQ] Previous Versions Obsolets Event ID:¢pab12
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NAME OF PROVIDER CR SUPPLIER
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{X4) ID
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TaG |

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED By FULL
REGULATORY DR LSC IDENTIFYING !NFORMAT[ON]

{F 280} | Continued From page 12

and reviseq by a team of qualified persens after
each assessment

| |

This REQUIREMENT is not met as evidenced
by:

' Based on medical record review, ohserya tion,
and interview the facility failed to evaluate and
Update the Care Pjap for seven residents (#41,
#60, #18, #83, #52, #55 and #57) of forty three
residents reviewed,

| The facility provided a Crediple Allegation of
Compliance on March 5, 2012 A revisijt
conducteg on March 12, 2012, revealed the

2012, removed the Immediate Jeopardy.
Non-corpliance for F-221 continues at g "g* level
] citation (potential for more than minijmal harm).
|

/ The findings includeq:

Validation of the Credible Allegation of

Compliance was accomplished through medical }
Tecord review, review of facility policy, (

cbservaﬁan. and interview with the nurses,

evidence of in-service for ayf staff ang random ]
Audits to ensure Complianse, '

S S _.’

The facility will remain out of compliance at 3 "gr
level unti jt provides an acceptable plan of
/ correction to include continued monitoring to
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: f» rest periods as needed, family at
].

F 280}{ Judgment, 1'1_1continence_. and history |
of falls from his bed. The side

rails were removed op 2/6/12 by /

the Maintenance Director. The

nursing administration staff

communicated changes made to the

resident’s plan of care (removal of
side rails and Jow bed with one

mat) to the direct caregivers on the
Nurse Aide Communjcation |
Worksheet and the Care plans on ’

2/6112. On2117/12 a telephone

{ order was obtained by the charge
nurse and the Director of Nursing
to discontinue the resident’s bed ,
and chair alarm and yge a sensor -
Pressure pad for his bed and chajr. ’ !

The resident remains on alowbed |

| with one mat at bedside after ‘

J receiving a telephone order from
the physician on 2/23/12. The
resident’s care plan was updated on
2124/12 by the Tnterim MDS ﬁ
Coordinator to reflect the current |

| orders and interventions (other
interventions: involve in activities,
Slip resistant footwear, may place

| in the sight of staff when awake,
bedside sessions throughout the
day, get patient up when trying to
get out of bed, offer snacks, attempt \

_.J_ S
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| @nd revised py 5 team of qualifieq persons after
': Bach assessment.

|

I

{ This REQUJREMENT is not met as evidenceqd
by:

and interview the facility failed to evaluate ang
update the Cara Plan far Seven residents (#41,

#60, #18, #83, #52, #55 and #57) of forty three
| residents reviewed, .

/ The facility provided a Crediple Allegation of f
| Compliance on March 5, 201 2. A

Non-compliance for F-221 continues at a "E" favel
| citation (potential for more than minima| harm).

@
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The findings included:

f Validation of the Cregibe Allegation of J
! Compliance was accomplisheqd through medical
| record review, review of faciiity poli Y,
obsewation, and interview with the nurses,
nursing assistants, ang administrativa staff. The
facility Provided evidence Care Plans Were
reviewed and revised for al| residents o reflact
the residents Current statys. The facility provideg

| evidence of in-servige for all staff and random

J audits to ensyre o Oompliance, . |

|

XN MULTIPLE CONSTRUCTION

|
|

Facility ID: TNB201
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e
to keep resident dry or clean }

immediate]y after incontinent
episode). The care plan was ’
audited by the Nursing J
Administration Staff to ensure that
the plan of care had been updated

to reflect the resident’s curvent

Status on 2/24/12. Resident wag
hospitalized from 2/24/12 to

S e returning with g change in
medical status. The Fall Risk
Assessment updated on 3/5/12 by

the Director of Nursing reflects that |
resident no longer attempts to self J

transfer, requiring assistance of 2
for transfers, The resident no
longer requires constant
Supervision for the prevention of
falls. He is o the FROG Program
that provides closer observation
from varioys staff members.
Resident wag transferred to the
hospital again on 3/9/12 after visit
by attending physician. MDS
Coordinator completed a discharge
assessment on 3/9/12. Resident
Was readmitted on 3/15/12 with
admitting Charge Nurse completing
Fall Risk Assessment and
Evaluation for 1 ¢ Use of Side
Rails with the recommendation to

: |
If continuation sheet Page 13 of 38
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{F 280} | Continueg From page 12 {F2g0y| be that side rails were not indicated
and revised by a team of qualified persons after at that time. Resident’s care plan

| each assess
|

ment,

Based on medj
and interview th

| #60, #18, #83, #5

| residents reviewed.

The facility provided

conducted on March
corrective actions im
2012, removed the |

citation (potentia) for

Validation of the

acc

evidence of in-se
audits to ensyre

The facility will rema;

cal record revie

e facility failed to evaluate and
Update the Care Plan for seven
2, #55 and #5

! Compliance on Marc

m
‘ Non-compliance for F

ew of facil
compliance,

level untif jt provides an acceptable plan of
correction to inclyd
i
FORM CMS-ESG?{DZ—QQ} Previgus Verslons Obsoleta

Event ID:8pa0 12

This REQUIREMENT is not met as evidenced
| by:

W, observation,

L

7) of forty three

a Credible Allegation of

h5 2012 A revisit

12,2012, revealed the
plemented on March 5,
mediate Jeopardy.

221 continues at a "E" lavel
more than minimal harm),

The findings included:

Credible Allegation of

omplished thrpugh medical

ity policy,

N out of compliance af a"g"

€ continued monitoring to

|

/_

was updated on 3/21/12 with a
significant change assessment. |

[ Resident’s care plan is updated per
MDS and/or Charge Nurse on
ongoing bases and as needed with
any new orders, interventions, or
changes,

(b) Resident #60°s care plan has
een reviewed by the Interim
ADS Coordinator and reflects the

iesident’s current status as of
2/26/12, Resident was transferred
to hospital on 2/26/12. The
Interim MDS Coordinator ‘
completed a Discharge
Assessment on 2/29/12 which
reflected the use of side ra; Isasa
restraint (as Y rails were used ‘
until 2/23/12 during the 7 day
look back period). The resident
Was reassessed upon return to the
facility on 3/12/12 by the
admitting Charge Nurse who
completed an Evaluation for the

— use of Side Rails and a Fa] Risk
Assessment with the

l

e
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Continued From page 12

and revised by a team of qualified persons after
' each assessment,

|

|

J This REQUIREMENT is not met as evidenced (
by:

{F 280}

|

|

Bésed On medical record review, oObservation, J ’
and interview the facility failed to evaluate and

| residents reviewed. J

|

{ The faci.'fty Provided a Credible Allegation of

Compliance on March 5, 2012, A revisit

| Non-complianes for F-221 continues af 5 "g» leve] |
[ citation (potentiaj for more than minimal harm).

J The findings included:
}' Validation of the Credible Allegation of
| Compliance was accomplished through medicar
f record review, review of facility policy,

the residents Current status. The facility provided
evidence of in-service for all staff and random
J audits to ensure compliange,

The facility wil remain out of compliance at a "g"
| tevel untjj it Provides an acceptable plan of
| Correction to include continued monitoring to

PROVIDER'S PLAN OF CORRECTION

EAST TENNESSEE HEALTH CARE MADISONWLLE, TN 37354
| SUMMARY STATEMENYT OF DEFICIENGIES 1D
r-?r\{’aE)Fgc (EACH DEFICIENGY MUST BE PRECEDED gy FULL PREFIX ’ (EACH CORRECTIVE ACTION SHOULD BE

TAG

CROSS-REFERENGED TO THE APPROPRIATE

DEFICIENCY)

{X3) DATE sURVEY
COMPLETED

0311212012 _

— e
i (£3)
COMPLETION

DATE

recommendation for no side rails
indicated at this time, The MDS
Coordinator completed a 5 day
Readmission Assessment on
3/22/12. (A 14 day Assessment
was completed on 3/29/ 12).
Resident’s care plan is updated
per MDS and/or Charge Nurse on
an ongoing base and as needed
with any new orders,
interventions, or changes,

(¢) Resident #18 The side rails
that were in place during the
survey were immediately chap ged
to full anti-entrapment rajlg on
2/6/12 by the Maintenance
Director afier receiving g
Physician’s order. The
Measurements for the bed zoneg
Were obtained by the Maintenance
Director on 2// 12 using
standard tape measyre with
measurements. The Staffing
Coordinator Wrote a narrative

. Uote in the nurses notes on 2/6/12

describing the resident with
limited functional Status using the
side rails ag 4 restraint. A Physical

FORM CMS—ZSB?{GE-BB) Pravigus Verslons Obsolete Event iD:308D12

Facllity ID: TNG201
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x4 | SUMMARY STATEMENT OF DEFIGIENGIES 1D PROVIDER'S PLAN OF GORREGTION (%5)
PREFIX | (EACH DEFICIENCY MUST BE PREGEDED gy FULL PREFIX {EACH GORRECTIVE ACTION SHOULD B& CoMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG cnossaereaeuce{gléﬁ g\:{}e APPROPRIATE DATE
DEF|
| Restraint Assessment was
F280} | Continued From page 12 (F 280} updated on 2/6/12 by the Staffing
and revised by a team of qualified persons after C : :
oordinator for the use of side
each assessment.
' | rails. A Side Rail Assessment
’ and Informed Consent was signed
: by the family on 2/13/12. On
g‘his REQUIREMENT js not met as evidenced | 2/20/12 the MDS Coordinator
y. s
Based on medica record review, observation, ccmp leted .an E.valuatlon fz?r m?e
and interview the facility failed to evaluate and of Side Rails with a reduction in
| ;ggaﬁ tsh:tg:? rgspzlagsfgr S%vzg;?s;dferr]:yst(h#‘”' | side rails from full (ani-
» #18, #83, #52, an of forty three j
residents reviewed. .' entrapment) to Y% TaIlS, the
! physician was notified and order
The facility provided a Credible Allegation of J ot or Y rails. The
| Coempliance on March 5, 2012, A revisit was obtained for 3 AL
conducted on March 12, 2012, reveaied the | measurements for the bed zones :
gg;réacﬂve ac&gr;s iTp!em;n;:dJon Mfdrch 5: were obtained by the Maintenance
» removed the Immedia eopardy, . :
Non-compliance for F-221 confinuse ata "E" level |! D Irectc'}r on2/20/12. On 2/2 3{ 12 |
| Citation (potential for more than minimal harm). the resident was eval uated again ‘.
| . ' =
| T ) for side rail reduction by the .
| The findings included: Staffing Coordinator, the
gglidalgion of the Credibie'fufiegai:on ofh ' resident’s side rails was
mpliance wasg accomplishe rough medica _— .
| record review, review of facility policy, cliroinated and the r esident was
observation, and interview with the nurses, placed on a low bed with mats,
nursing assistants, and administrative staff, The : int '
facility provided evidence Care Plans were ihe P;IYSICI:aLRestrm] o |
reviewed and revised for all residents tg reflect ssessment was corpleted on
the residents current status, The facility provided 2/28/12 by the Staffing
j ::gﬂesn;:oe o;;z;zecr;me ;C';a” staff and random Coordinator for the elimination of
A __._.__.-rn_pﬂl_a_ce____ et L side rails and the use of a low bed - I._____._..___|J
'Theffacililtyt will redmafn out of compliance at 5 *g" | with mats after teceiving a
evel until it provides an acceptable plan of frigm?
correction to include continued mon itoring fo | P hysmla:n s order. The care plan
L ] was audited by the Nursing
FORM CMS-2567(02-99) Previoys Versions Obsolate Event I0:9D8D12 Facliity 1D; TNG201 If continuation shaet Page 13cf3s
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]

{F 280} ) Continued From page 12

| @nd revised by a team of qualified persons after
| ®@ach assessment,

| This REQUIREMENT is not met as evidenced
by:

Based on medical record review, observation,
and interview the facility failed to evalyate and
update the Care Plan for seven residents (#41,
#860, #18, #83, #52, #55 and #57) of forty three

residents reviewed,
| _

| The facility proviged 5 Credible Allegation of

| Compliance on March 5, 2012. A revisit
conducted on March 12, 2012, revealed the
corrective actions implemented on March 5,
2012, removed the Immediate Jeopardy.
Non-compliance
citation (potential for more than minimal harm),

The findings included:

Validation of the Credible Allegation of
Compliance was accomplished through medical
record review, review of facility policy,
observation, and interview with the nurses,

facility provided evidence Care Plaps were

ure compliance.

| The facility will remain out of com
i level until it provides an acceptable plan of
I' correction to inclugde continyed monitoring to

nursing assistants, and administrative staff The

pliance at a "g"

for F-221 continues at a "E" leyel |

{F 280} Administration Staff to ensure
that the plan of care had been
| updated to reflect the resident’s
current status on 2/29/12. On
3/5/12 resident rolled out of bed
with a small laceration to upper
lp with intervention to check
placement of furniture and
remove if in pathway, Keep room
free of clutter for safety, Bowel
and bladder program to determ ine
habit time, and FROG Program,
Care plan was updated 1o reflect
new interventions for 3/5. 3/13
resident was found in room 129
bathroom with one shoe on.
Resident had gotten up from her
wheel chair in anothey resident’s
room, with interventions for
| proper footwear (nonskid) replace
footwear when resident removes
as allows with physical th erapy to
sereen. On 3/15, further
intervention was added to get up
after breakfast as desires after

—tre— — | further investigation of fa] on

|

|
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(X&) 1D

SUMMARY STATEMENT OF DEFICIENCIES

D PROVIDER'S PLAN OF CORREGTION {X5)
PREF[X (EACH DEFICIENCY MUST BE PRECEDED BY FULL, PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETIDN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
{F 280}  Continued From page 12 {F 280} 3/13. Fall on 3/17 where resident
| and revised by a team of qualified persons after rolled from the bed in her sleep,
| each assessment. bed was in lowest position with
mats on both sides, no injury
noted, intervention to add pool
; S ' fthe
This REQUIREMENT is not met as evidenced noodles to define perimeter o
by: bed with all above interventions
Based on medical record review, observation,
and interview the facility failed to evaluate and afded to the care planas
update the Care Plan for seven residents (#41, | implemented. Resident’s care ‘
#50, #13, #83, #52,#55 and #57) of forty three plan is updated per MDS and/or
residents reviewed, - i ' ;
Charge Nurse on an ongoing
| ghe facility provided a Credible Allegation of bases and as needed with any new
1 Compliance on March 5, 2012. A revisit apg { or changes
| conducted on March 12, 2012, revealed the orders; Intarventions, or.changes.
| corrective actions implemented on March 5, |
5012, removed the Immediate Jeopardy. | (d) Resident #83’s care plan was
on-compliance for F-221 continues at a "E" level . i
citation (potential for more than minimal harm), revn:lv.ed and modlﬁ'ed by the
Interim MDS Coordinator and
The findings includea: reflects the resident’s current
Validation of the Credible Allagation of status as of 2/29/12. On 2/28/12,
Comréhance was accomplished through medical an Evaluation for the use of Side
recora review, review of facility policy, : x :
observation, and interview with the nurses, Rails and Physical Restraint
nursing assistants, and administrative staff. The Assessment was completed by the .
fac!Iity provided evidence Care Plans were Director of Nursing indicating the ‘
reviewed and revised for all residents to reflect Bmination of % rails and vlaced
the residents current status. The facility provided elimination of 72 rails and place
evidence of in-service for all staff and random on low bed with mats. The care
______ audits to ensure compliance. L | — /. plan was audited by the Nursing b .
The facility will remain out of compliance at 3 "E" Administration Staff to ensure
level thr?tli it provides an acceptable plan of that the plan of care had been
carrection to i i itoring | "
to include continued monitoring to I| updated to reflect the resident’s |
FORM CMS-2567(02-99) Pravigus Versians Obsaleta Event ID; 808012 Facillty 1D: TMé201 I
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NAME OF PROVIDER o SUPPLIER
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] TioN (xs)

o | SUMMaRY STATEMENT QF DEFICIENCIE‘S ID PROVIDER'S FLAN oF CORREC { , .
I%?Fg( ’ (EACH DEFICIENGY pysT BE PRECEDED By Fu r PREFIX (EACH CORRECTIVE ACTION snou:.;: BETE CO'ETEE””"
TAG REGULATORY 0R 1 a0 IDENTIFYNG INFORMATION; TAG CROSS-REFERENGED T0 THE APPROPRI

DEFIGIENCY)
' r
{F 2803 / Continued From Page 12 {F 280} { current statug op 2/29/12. Care
| @nd revised by a team of Qualified persons after I plan is current to resident’s status

€ach assessment ! { and is updated per MDS and/or

|' _
} . Charge Nurse on an Ongoing
( bases and ag needed with any new
orders, iutewentions, o1 changes

} This REQUIREMENT is not met ag evidenced ;
by:

Update the Care Plan for seven residents (#41,
| #60, #18, %83 #52, #55 and #57) of forty three (

(e) Resident #32’s care plan wag
©sidents reviewed.
| r

} reviewed and modified by the |

! | Interim MDS Coordinator and
/ The facility proviged a Credible Allegation of
| Compliance on March 5, 2012, A revisit

| reflects the resident’s clrrent r
 Conducted on Mareh 12, 2012, revealed the f status ag of 2/29/12. Care plan ig
} corrective actions implementeq on March 5,

. current to resident’s statu i
[ 2012, removed the Immediata Jeopardy. , 3 Sand is
Non-compliance fo; F-221 continues at a8 "E" level | updated per Mpg and/or Charge
Citation (Potential for more than minima harm), | Nurse on an ongoing baseg and as

| The findings includag: }

Validation of the Crediple Allegation of /
Ompliance wag accomplished through Mmedical
i ' / 5. Residen¢ # S5’s care plan wag
reviewed ang modified (the
/ removal of Placing at the nursing
station, the fol]owing interventiong

; / feMmained in effaqt as of 2/14/12-
evidence of in-service for g staff and rangem assist with transfers ag needed, WL

"% Sompliance, - ~f==——{._FROG prograp, geri chair whep
| The faciflitg will 'emain out of COmpliance af g g , - of.bed) on 2/14/12 b

W
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—_—
SUMMARY STATEMENT of DEFICIENCIES n PROVIDER'S PLAN OF CORRECTION {Xs)
(RACH DEFICIENGY MUST BE PRECEDED BY FULL « PREFIX {EACH CORRECTIVE ACTION SHOULD pe COMPLETIDN
REGULATORY oR LSC IDENTIEYING INFORMATION) TAG | CROSS«REFERENCED TO THE APPROPRIATE DATE

DEF] CIENCY)

————

' resident’s current statys, The

{F 280} / Continued From page 12 F 280} rosident's Physical status changed
| and reviseq by a team of qualified persons after | as of 1/24/12 and the resident no

| ach assessme t .
' Seshen longer required constant
/ | Supervision. No further assessments

| Or carc plan updates could e
completed due to the resident

| expiring on 2/16/12.

} This REQUIREMENT i not met as evidenceq
by:
| Based on medieg record review, observation,
and interview the facility failed to evaluate and
update the Cara Plan for seven residents (#41. f

(8) Resident # 57 A telephone

order was received from the

resident’s physician for the use of*

/4 side rails on 2/1 0/12. The

The facility provided a Credible Al_fega_rtipn of | resident wasg assessed on 2/20/17

| Compliance on March 5, 2012, A revisit , using the B valuation for pse of
Side Rails (for the evaluation of

/ side rail use) indicating the use of

#50, #18, #83, #52, #55 and #57) of forty three
| residents reviewed,

2012, removed the Immediate Jeoparay,
Non—complfance for F-221 continues at g "E" leve] vi s :
citation (potentia for more than minimal harm), ¥z side rails by the Staffing
Coordinator, A Pre-Restraint
Assessment was completed on
2/21/12 by the Director of
Nursing that indicateq side rails

; are used ag 2 restraint. On 2/24/1 2
nursing ass.istants,. and administrative staff. The , another Evaluation for the use of

i’ The findings included: ' /

f Zalidation of the Credibie Aflegafior of
Compliance was accomplished through medicar /

record review, review of facility bolicy,

Side Rail wag completed by the
| the residents cyrrent status. The facifity provided Staffing Coordinator indicating
evidence of in-service for o staff and random the elimination of 4 side rails (no
audits to ensyre compliance. i ; . s 5 g
O i N ~ T == side rails age i place at this iy S N
The facifity wi F&main out of compliance ata"gr | As 0f 2/24/12 the resident’s
correction to ingfug p ik currelznt m.terventlons-mclude: the
locking of whee] chair prior to

Facllity 1D: TNg2g1 IF continuation sheet Page 13 of 38
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NO. 0938-039-

(xX1) PROVIDERISUPPLIER/CLIA
IDENTIFICATION NUMBER

(X2) MULTIPLE CONETRUCTION

(X3) DATE SURVEY
COMPLETEDR

L

and revised by a

» |
team of quaiified persons after
| @ach assessmen

|

i This REQUIREMENT ig not met as evidenced
by:

Based on medical record review, observa tion,
and interview the facility failed to evaluate and
Update the Care Plan for
#60, #18,

The facility provided a Credible Allegation of
Compliance on March 5, 2012, A revisit
conducted on March 1 2, 2012, revealed the
corrective actions implemented on March §,
2012, removed tha Immediate Jeopardy.

| Non-compliance for F-221 continues at a "g*

level
citation (potential

for more than minimal harm). |
The findings included:
Validation of the Credible Allegation of

| Compliance was accomplished through medical
record review, review of facility policy, !
observation, and interview with the nurses, |
nursing assistants, and administrative staff, The
facility provided evidence Care Plans were
review:_ed and revised for gi| residents to reflect

| audits to ensyre compliance,

The facility will rémain out of compliance ata"E"
level until it Provides an acceptable plan of

|.f carrection to include continued monitoring to -!

FORM CMS-ZSB?(OZ—QQ] Pravious Versions Obsolete

to the bathroom during rounds
and as needed, bed in lowest
position, a chair sensor pad. The
care plan was audited by the
Nursing Administration Staff to
ensure that the plan of care had
been updated to reflect the
resident’s current status on

| 2/29/12. The care plan was

| audited by the Nursing

f Administration Staff (Director of
Nursing, Staffing Coordinator,
and MDS Coordinator) to ensure
that the plan of care had been
updated to reflect the resident’s
current status on 2/29/12. The
resident’s care plan was reviewed
by the Director of Nursing on
3712 and evaluated for fa]]
prevention strategies and deemed
the intervention for constant
supervision during toileting
assessments that may not have
been coded or updated correctly
for the was inappropriate. After
review of current interventions on

A BUILDING
WIN i
B. G
445457 03112/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
465 ISBILL RD
EAST TENNESSEE HEALTH
il HEALTH CARE MADISONVILLE, TN 37354
x40 | SUMMARY STATEMENT OF DEFIGIENGIES o PROVIDER'S PLAN OF CORRECTION x5)
PREFIX | (o DEFICIENCY MUST BE PRECEDED By LuLL |\ PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. J DEFIGIENGY)
{F 280} | Continued From page 12 {F 280}| transfer, offer rest petriods, assist [
f

Event ID: 9DaD12
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CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO_ 0935 -
AND BT OF DEFCIENCIE PX1) PROVIDERISUPPLIER/C 1y (X2} MULTIPLE CONSTRUGTION (X3) DATE syRvey
ANDPLAN OF Corfrion IDENTIFICATION NUMRER . COMPLETED
A BUILDING -
o 03/12/2012

NAME of PROVIDER oR SUPPLIER

EAST TENNESSEE HEALTH cARE

STREETADURESS. CITY,
4651SBILL RD

MADISDNVILLE, TN 37354

STATE, Zip CoDe

I SUMMARY STATEMENT OF DEFICIENGIES I PROVIDER'S PLAN OF CORRECTION (X5)
F‘.ﬁ‘gpﬁ / (EACH DEFICIENCY pugT BE PRECEDED gy pyyy + PREFi (EACH CORRECTIVE ACTION SHOULD g [ COMPLETIor
TAG REGULATORY DR Lap IDENTIEYING INFORMATION) { TAG CROSS-REFERENCED T Tie APPROPRIATE
DEFICIENGY)
| |
. ; |
. 3/7112 by the Director of Nursin
{F 280} Continueqd From page 12 { {F 280}/ d 4 ; Hoati £t &
: : furth 0
and revised by a teamn of qualified persong after | .an_' er ‘Jm{cs 152l n 0t fhe
| ®ach assessment ’ Incident (with Intervention not to

J leave unattended) it was
} determineq that the interventiog ;

was implemented before a full f

root cauge analysis wag conducted

| _
| Thig REQUJ’REMENT is not met as evidenced / ,
by: ; i
Based an Medical recorq review, Observation, } (the mtervention was removed ag ,

{‘ and interview the facility faileq to evaluate ang of 2/24/12 interventions above),
Update tha Care Plan for Seven residents (#41, . ;

| #60, #18, #83, 457 st55 ancy #57) of forty thres | As OF 3122012, current Inisrventions,

residents revieweq } the resident Temains on the FROG .
Program, participates iy restorative
with ambulation “walk to dine

program”, low beq with mars, }

antiroll back brakes, the locking of
wheel chajy prior to transfer, offer (

/ The fapi!ily provided a Credible An‘!ega_ticn of j

2012, removed the Immediate Jeopardy. ' |
f Non-compliance for F-221 continues gt & " level J

; Citation ( Potential for more than minimay harm), Test periods, assjst to the bathroom

. ’ during rounds and ag needed, firther ['
The findings ncluded: / monitoring ang interventiong will }

—

/ Validation of the Credible Allegation of

continue to prevent fajls, Care plan
OMpliance wag accomplished through megieg

Is current to resident’s Status and
1S updated Per MDS and/or
nursing assistants, ang administrative staff. The r Chargc Nurse on an ongoing

bases ang as needed with any new
/ orders, interveuu'ons, or changes.

the residents current statys. The facility Provided
| evidence of in-service for all staff and random
[ audits to ensyre compliance.

o e

ORM CMs
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NAME OF PROVIDER OR SuUPPLiER

STREETADDRESS. CITY, 8TATE, zip CODE
485 ISBILL RD

MAD!SONVILLE, TN 37354

EAST TENNESSEE HEALTH care

(X4) 1D SUMMARY STATEMENT oF DEFICIENCIES oo ] PROVIDER'S PLAN OF CORRECTION (%)
PRERIX (BACH DEFICIENCY MyST B FRECEDED Y Py PREFIX EACH CORRECTIVE ACTION iy ULD BE COMPLETION
TAG | REGULATORY OR (80 IDENTIFYING INFORMATION) Tf.a ( (e APy |

DEFICIENCY)
{ |
i f {F 280}f 2. A review of a]] residents
| :;g hrz\;':gsdsaei:eam °f qualified persons after MDS’s and Care Plans was
| iitiated on 2/28/12 and }
| j completed by 3/5/12 to identify F
/ | | other use of side rails/restraints. '
This REQUIREMENT is not met as evidenceq Ten residents were identified as
o f needing changes made to a J
current or previous assessment J
(MDS) for the use of side rails, al|
of the ten were completed / I
between 2/28/12 and 3/5/12. The '
The facility Provided a Cregiple Allegation of

Compfi March | care plans were audited by the ’
ompliance on Mare 5,2012. A revisit | : e o .
conducted on March 1, 2012, revealed the f Nursing Administration Staff for

CROSS-REFERENCED TO THE APPROFPRIATE [ DATE

Based on Mmedical recorgd review, abservation,
; and interview the facility failed to evaluate ang
Update the Care Plan for seven residents (#41,

|#60, #15, 54 #52,#55 and #57) of forty (e ]
’ residents reviewed, J
f (

! corrective &ctions implementeq on March 5, residents: #41, 60, 18, 83, 52, 55, '
: ' to ensure that the plan of
Non-comphance for F-221 Continues at 4 g level [ and 57 to ensure th P
| Citation (potentia) for more than minimaj harm), | l care had been updated to r eflect
|

THa Findinge _ | - the resident’s current status on J
 fndings inciuded | 2/29/12. On 3/5/12 the Regiona]

changes made to the resident’s
l plan of care on the 24 hour report, |
The Nurse Aide Communication
Sheet will also be updated when
T | _.____J._the plan of care changes by the e, J A
in out of Compliance at g "gr / / MDS Coordinator(s).

l Validation of the Credible Allegation of ’ Nurse Consultant in-serviced the ](
Compliance was accomplished through medical inator on -
| recorg review, review of facility policy, ‘ | MDS Coo'rdma or o g, ‘
obsgwation: and interview with the nurses, | document; ng (commumcatlon_) /

] thg residents current status. The facility provided
vidence of In-service for al staff ang random
audits to ensyre Sompliance.

et

ot
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STATEMENT F CiEF SIER n - s = — : i
AND PLAN O'=Oc.r{qrﬁi__%'§’é‘;j5 e |§§%’ﬁ?iﬁ3?ﬁ'ﬁ?§f {X2) MULTIPLE co;.-sm_—_'—“‘_‘— (X8 DATE SURyEy
' A BULDING COMPLETED
——— N
445457 B. WG L
NAME OF PROVIDER on SUPPLIRR 0371272012
STREET ADDRESS, CITy, STATE, zip COpg
EAST TENNESSER HEALTH caRrg 465 ISBILL Rp
= e MADISONVILLE, Ty 37354
MARY STATEMENT OF DEFICIENCIES Ny
PREFIX (EACH OEFic ey Tl BE FRECeaENCIE [ PROVIDER'S PLAN OF CORRECTIGN X5
N R el esEe
: } DEFICIENCY) 5 J
{F 280} f Continued From age |
L aind svised by 5 i;fm lf - _l/ F280} 3 The Regional Nurse Consultant f
| ach assessment Aualified persons after | in-serviced the MDS Coordinator ’
| ; and the Staffing i
f Coordinator/Back Up MDS f
f Coordinator on 2/21/12 and ’
| | .
| This REQUIR EMENT : _ | 2/22/12 on the corupletion of |
[ by: ®notmetas evidenceg | accurate assessments and f
} Based On medical recorg review, o bservation, f developingfrevis:ion of care plans .
and inferview fhe facility faileq to evaluate and / to reflect the resident’s current [
/Yggdate the Care pian fo; Seven residents (41, | medical condition, Resident and ’
| 790, #18, #83, sy was and #57) of forty three f /

'esidents revieweq.

|

|

|
|
|

H

|
|

12, revealeq the
Plementeq on March 5 J
the Immediate Jeopardy.

e for F.221 Continues af gz "gn level |
al for rmore than minimay harm).

|

{ Corrective actions jm

2012, removeq
] Non~compﬁanc
| Citation (potent;

J The findings inclucleg:

e |

|

~ [~ completing MDS

Facllity ID: Thg2g 1

families will be notified of

plan meetings by
the MDS Coordinator prior to the
residents next sch cduled
assessment and/or as needed to
assist in developing a plan of care
that meets the resident’s
personal/medical goals, The MDS
Coordinator wj]) utilize
information provided in the
morning Quality Assurance
mecting, 24 hour report,

resident’s medical record, and
communication from staff,
residents, and/or families when
completing resident assessments
to ensure accuracy. On 2/23/12
the Interim MDS Coordinator wag
1nserviced op accuracy when

's and the -
Tevision of care
Tecent survey

scheduled care

|
|
|

development and
plans, along with
deficiencies,

|

If continuation sheet Page 15 of

38
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x1 PROWIR ER/SURR LIER/CLIA
i'DENTIF-'J".'?ATrON NUMBER -

ER DR SUPPLIER
EAST TENNESSEE HEALTH CARE

(X4} ID SUMMARY STATEMENT o DEFICIENGIZS L
PREFIX | (EACH DEFIoIENGY MUST BE PrecenEy BY Fu|

TAG | RESUlaToRY og LSC IDENTIRY NG INFORMATION)
{F 280) ( Continugg From Page 12

and reviggg by a team of qualifieq Persons after
| @ach assessment.
|

#60, #18, #ga #52

ie
{ Update the Care Plap 1
f "esidents revigyog

. 2012, revealed the
Corrective acliong imp-‘emented on March 5,
{2012, removed the IMmediate Jeopardy,
Non-compﬁance for F-221 Continues at 5 e
I|| Gitation {potentia) for more than Minima, hamm).

!
[
|
revisit ,
|

|
| The findings includag- /

OMmplianees Compiisheq through Medica)
record reyie » feview of facility polic
( Observatiop i
| Nursing assistants, ang administrative staff. The f
ﬂfacﬁrty Provideq idence are Plang Wera

] i i o s T
f The facm{y Will remain Out of com liance a¢ a

levei ungj it Provides
| Correction o include cont
|

uElr

Event 1p: 08012

[E9)] MULTH = CONSTRUCTFON
A FUILDING

B Wing

PRINTED: Ot
FORM APPRC
MB NO. 0935+

(X3) DATE SURvEy
COMPLETE

e e I 03/12/2012

STREETADDRESS. CITY, sTATE, ZIP cope
46518811 1 RD

MADISONVILLE, TN 37354
[ PROVIDER'S P ane OF CORR

J| (x5
| COMPILET)
] DATE

D
~ PREFIX (EACH CORF!ECTNE ACTION SHOULD g

CROSS—F!EFERENCED TO THE

TAG
/ DEF!CIENCY}

{F 280) | 4. The Interdisciplinary ’
f Temn(Adm_inistrato_r_._ Director of
| Nursing, ang Assistant Director of
{ Nursing, Maintenance Supervjsor,
/ Social Serviccs/Admissions

T ——

Director, MDg Conrdinator, Food
Service Superw‘sor, and Activity
i Director) wif review al]
| completed MDSs and Care Plang f
f for accuracy, making revisiong ag z
| nheeded daily (Monday-F riday) in
the morning QA meeting, The /

—

Director or Assistant Director of
Nursing wi]] Teview MDSs and }
Care Plans to ensure compliance J
1s met for the next 90 days; then r
Weekly for 90 days if Compliance
has been maintained; then }
randomly thereafter, 1 at any /
/ point tompliance is ot met, the J
Party will resume monitoring
daily (Monday-Friday) until
compliance jg Mmaintained. The
| Director or Assistant Director of /
f Nursing wiji review findin gs }
f _Telated to the audits in the .
z Quarterly Q4 Committee, |

/ Completion date: 3/22/15 J

Facility Iny: TNB201 I continuation Sheet Page 12

of 28
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PRINTED: 03/14/201;
FORM APPROVET
OMB NO. 0938-039°

{ STATEMENT OF DEFICIENCIES X1) PROVIDERISUPPLIERICLIA %7) : 3
AND PLAN OF CORREGTION : IDENTIFICATION NUMSER: i;:ﬁ";:::t CENeTRUCGTION ma)géﬁgé%\éev
R
B. WING
445457 03M12/2012
NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
EAST TENNESSEE HEALTH CARE 451SBILL RD
MADISONVILLE, TN 37354
(x4 ID | SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION x5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{F 280} ‘ Continued From page 13 {F 280} ras
ensure the deficient practice does not recur and i ; i
thel facility's corrective measure could be :23.2%(@;3 )S) Se;*;ltl;es;‘ l;.{:;:dm
reviewed and evaluated by the Quality Assurance e lrpiesinna nda
I Committea. .
{F 281 }’ 483.20(k)(3)(i) SERVICES PROVIDED MEET (F2g1)] SS°D
$8=D | PROFESSIONAL STANDARDS
‘ Requirement:
| The services provided or arranged by the facility
must meet professional standards of quality. The services provided or arranged by
, the facility must meet professional
’ This REQUIREMENT is not met as evidenced standard of quality.
by:
Based on medical record review, and interview, Corrective Action Plan;
the facil_lty failed to follow physician's orders for
one resident (#55) of forty-three residents 1. Resident #35 received medications
reviewed, . ot
_’ as ordered by the physician
The findings included: beginning 2/16/12.
Resident #55 was admitted to the facility on July 2. The Nursing Administration team i'
| 9, 2008, with diagnoses including Brain audited the Medication Records for !
’ Syndrome with Presenile Brain Disease, all residents completed on 3/19/12 to
! Hypertensmn‘. Psychotic Mood Disorder, and ensure residents were getting
‘ Osteoarthrosis. medications as ordered by the
y . : hysician. All resident’s MARs were
: MQdIC&:ll record review of the Physician's fpﬂsnd to be in compliance for
Recapitulation Orders dated January 1, 2012, receiving m dications as ordered
Egal'ough January 31, 2012, revealed " Clonidine ' &ime ) '
0od pressure medication) 0.1 mg (milligram) . . :
one tab (tablet) two times daily-hold if systofic 3. All licensed nursing staff were in-
(blood pressure) lower than 130" serviced by the Director of Nursing
on 2/17/12, 2/29/12, and 3/15/12 on
| Medical record review of the Medication following physician orders when
Administration Record daieg Jahuaiy 1, 2012 "~ administering medications. T
through January 18, 2012, revealed Clonidine 0.1 1
Mg was initialed as administered Janaury 1, |
2012, through January 18, 2012 at 8:00 a.m, and J
; [
FORM CMS-2567(02-09) Previous Versions Obsolete Event ID;0D8D12 Facliity 1D: TN6201 If continuation sheet Page 14 of 38
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FRINTED: 03/14/2612
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/GLIA {%2) MULTIFLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
ING i
445457 B 03/12/2012

NAME OF PROVIDER OR SUPPLIER

EAST TENNESSEE HEALTH CARE

STREET ADDRESS, CITY, STATE, ZIF CODE
4566 ISBILL RD

MADISONVILLE, TN 37354

XD |
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFIGIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

{F 281}

{F 318}
$8=D

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

1 X5)
CUMJ(’LET[ON
CROSS-REFERENCED TO THE APPROPRIATE DATE

Continued Fram page 14
8:00 p.m.

Medical record review of the nursing notes
revealed the following blood pressure reading
obtained on the evening shift: January 1,
2012-120/40, January 3, 2012-128/54, January 4,
2012-122/70, January 6, 2012-126/68, January 7,
2012-124/72, January 9, 2012 no b/p , January
10, 2012- 120770, January 11, 2012- 104/54,
January 12, 2012-115/80, January 14,
2012-118/60, January 16, 2012-1 02/62, Janua
17, 20121 19/55, and January 18, 2012-118/85

Interview with the Director of Nursing (DON) on
February 186, 2012, at 8:25 a.m. in the smali
dining room, confirmed the Physician's Orders
were not followed by administering the Clonidine
when the systolic bload pressure was lower than
130.

483.25(e)(2) INCREASE/PREVENT DECREASE
IN RANGE OF MOTION

Based on the comprehensive assessment of 2
resident, the facility must ensure that a resident
with a limited range of motion receives
appropriate treatment and services to increase
range of motion and/or to prevent further
decrease in range of motion, ‘

This REQUIREMENT is not met as evidenced
by:
Based on medical record review, observation,

{F 281}

{F 318}

"Medication Audit findings will be

DEFICIENCY)

4. The Director of Nursing Services
(DNS), or designee, will complete
random audits of six (6) Medication
Records to verify that medications
are administered as ordered for six
(6) consecutive weeks to ensure
compliance is maintained,

discussed in moming QA meeting
and quarterly QA Committee,

Completion date; 3/22/12

and Interview the Taciiity filed To prevent 3
decrease in Range of Motion for one resident
(#52) reviewed for Range of Mation of forty three
residents.

FORM CMS-2567(02-99) Previsus Verslons Qbsoleta

Event 1D:8D8D12

Fadllity ID: TNG201

If continuation sheet Page 15 of 38
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CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIFS {X1) FROVIDER/SUPPLIER/GLIA (X2) MULTIFLE CONSTRUGTION {%3) DATE S;JRVEY
AND PLAN QF CORRECTION IDENTIFICATION NUMBER: ‘com PLETED
A BUILDING
s sy
R
B, WING ;
AT 03/12/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP Gope
- 465 ISBILL RD
EAST TENNESSEE HEALTH CARE MADISONVILLE, TN 37354
(¢4} 1D SUMMARY STATEMENT OF DEFICIENGIES 1D PROVIDER'S PLAN OF GORREGTION (x5)
PREFIX (EAGH DEFICIENCY MUST B8 PRECEDED BY FULL * PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATR DATE
DEFIGIENGY)
{F 281} | Continued From page 14 {F 281}
8:00 p.m.
Medical record review of the nursing notes
revealed the following blood pressure readi hg
| obtained on the evening shift: January 1,
{ 2012-120/40, January 3, 2012-1 28/54, January 4,
2012-122/70, January 8, 2012-126/68, January 7,
201212472, January 9, 2012 no b/p , January
10, 2012- 120/70, January 11, 2012- 104/54,
January 12, 2012-115/80. January 14,
2012-118/80, January 16, 2012-102/62, January
17, 2012-119/55, and January 18, 2012-118/65.
Interview with the Director of Nursing (DON) on
February 16, 2012, at 8:25 a.m. in the small
dining room, confirmed the Physician's Orders
were not followed by administering the Clonidine
when the systolic blood pressure was lower than
130. |
{F 318} 483.25(e)(2) INCREASE/PREVENT DECREASE {F 318} F318
8s=D | IN RANGE OF MOTION
Based on the comprehensive assessment of 3 483.25(¢)(2) Increase/Prevent
resident, the facility must ensure that a resident | Decrease In Range of Motion
with a limited range of motion receives
appropriate treatment and services fo increase S8=D
range of motion and/or to prevent further i
decrease in range of motion.
Requirement:
— : n the comprehensive
| This REQUIREMENT is not met as evidengad H086 T e cotnprs
by: - assessment of a resident the
nd B?ﬁf’_f on mec}i.:'caT;record (Oview observation; 1 | mqiry et enivins st o resiet W A
and Interview the Tacility Tiled fo prevent T : s tion
' decrease in Range of Motion for one resident WIth_ & limite FES ohmg
(#52) reviewed for Range of Motion of forty three receives appropriate treatment and
residents. ‘ services to increase range of
FORM CM$-2567(02-99) Provious Versions Obsolelr Event ID: 908012 Faolity I0; TNG201 If continuation sheet Page 15 of 38
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FRINTED: 0%/14/207
FORM APPROVE!
OMB NQ. 0938-039

STATEMENT OF DEFICIENCIES | (X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION B e e
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . CONMPLETED
A BUILDING
445457 8. W 03/12/2012
NAME QF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
465 ISBILL RD
(X&) 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION sl
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE DATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS—REFEREEEEE J-:?: gy)& APPROPRIATE
{F 318}| Continued From page 15 F38 otion andfor to pre;rcnt further
The findings included: decrease in range of motion.
Resident #52 was admitted to the facility on June Corrective Action Plan;
1, 2008, with diagnoses including Dementia, :
Mood Disorder, Depression, and Renal '1.The MDS Coordinator completed
Insufficiency. A
Y a significant change assessment
Medical record review of the Minimum Data Set with Assessment Reference Date
(MDS) dated December 7, 2011, revealed of 2/23/12 to reflect resident
"...moderately impaired for decision #52’s current status Therapy
making...required extensive assist for bed - 1
mobilit){,..no impairment in upper e\:'aluateld th; tesident OF 212812
extremities...chalr to prevent rising...bed rails with a plan for Restorative
used daily for restraint..." - Nursing to treat for ROM.
g%d icz! ar;:joéd rc.h.viel:.re o; azfgi?;sician ﬁ:ﬁphone 2. The Nursing Administration team
rder ecember 2,  revealed "...may audited residents for a change i
use arm sfing to keep arm on lap table to prevent range of motion thmugh argxg]d;?m
injuty..." ) - 3
_ rounds completed on 3/17/12 with
Medical record review of the Interdisciplinary Plan no new residents identified has
of Care last reviewed December 7, 2011, having a change in their ROM.
revealed "...may use arm immobilizer ta help
support R (right) arm on lap tray (to prevent . 4
injury)...lap table on W/C (wheel chair)...keep R 3.Sta&'.w.a.s In-serviced bj.( the
| arm on [ap table when in W/C__" Adm}fmam“ and/or Director of
' Nursing on 2/17/12, 2/27/ 12,
Medical record review of the February 2012 2/29/12, and 3/15/12 on changes
rhys:c;ﬁn Recag:};zclanon Orders revealed “...lap in resident status, not limited to-
ray while up in W/C...may use sling to help . . .
support..* 9 decrease in ROM, ambulation,
. and ADL’s.
Observation on February 8, 2012, at 12:50 p.m,
o e 200 teiway, Teveals e residentin e -
wheelchair, the lap tray in place, the shoulder
immabilizer around the resident’s chest and the
fight arm secured to the chest with a Velero strap
FORM CMS-2567(02-99) Previous Varsions Obsolela ' EventID:8DeD12

Facility 1D: TNE201 If continuation sheet Page 16 of 3¢
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FRINTED: 0371472012
FORM APPROVED
OMB NO. 0938-0391

on the immobilizer,

Observation on February 9, 2012, at 3:45 p.m., in
the front lobby, revealed the resident in a [
wheelchair, leaning to the right side of the
Wheelchair, the lap tray in place, the shoulder !
immobilizer not in use, and the right arm hanging ‘
over the right arm rest of the wheelchair |
extending toward the floor {no immobilizer).

Observation on February 9, 2012, at 5:00 p.m., in
the front lobby, revealed the resident in the
wheelchair, the lap tray in place, the shoulder

| immobilizer around the resident's chest and the
resident's bilateral wrists attached with a Velcro
strap to the immobilizer (different application).

Observation on February 14, 2012, at 7:30 a.m.,,
on the 200 hallway, revealed the resident in the
wheeichair, the lap tray in place, and the shoulder
immobilizer around the resident's chest and the
right arm attached with a Velcro strap to the
immobilizer, (different application)

Observation on February 14, 2012, at 10:50 a.m,,
in the front lobby, revealed the resident in the
wheelchair, the lap tray in place, the shoulder

! Immobilizer around the resident's chest, and the
right and left arms attached with a Velero strap to
the immobilizer (different application).

Observation with the Nursing Home Administrator
(NHA) on February 14, 2012, at 11:00 a.m.,, in the
front lobby. revealed the resident in the

STATEMENT QF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3} DATE SURveY
AND PILAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUNLDING
i R
445457 v 0311212012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
465 ISBILL RD
EASTT ESSEE HEALTH C
=T TENMES FALTH CARE MADISONVILLE, TN 37354
(X4) ID SUMMARY STATEMENT OF DEFICIENGIES r D PROVIDER'S PLAN OF CORREGTICN l {x5)
PREEIX (EACH DEFICIENCY MUST BE PREGEDED RY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD 8E cwDPL&mN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TQ THE APPROFRIATE A
. J DEFICIENGY)
; |
{F 318} | Continued From page 16 {F 318} 4. The DON or designee will

monitor for compliance through
random round audits for gix (6)
weeks, referring residents
demonstrating a decline in ROM
to the therapy department for
screening.

Completion date: 3/22/12

------—-'-"-wheerch‘arthmaptrajrin'macmmmﬁé’r—“
| immobilizer around the resident's chest, and the
| right and left wrists attached with a Velero strap to
]' the immobilizer (different application).

FORM CMS-2567(02-99) Previays Versions Obsolote Event ID:9D8D12

Fagliity 1D: TNB201 If continuation sheet Page 17 of 28
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FORM APPROVED
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Interview with the NHA on February 14, 2012, at
11:05 a.m., in the front lobby, ¢onfirmed the
shoulder immobilizer was used to keep the right
| arm only on the lap table and the shoulder

| immobllizer was not applied correctly.

i Interview with Certified Qccupational Therapy

| Assistant (COTA) #1 on February 14, 2012, at
1:10 p.m., in the small dining room, confirmed
nursing service had applied a shoulder

J’ immobilizer on the resident and the immobilizer

{ had not been evaluated or assessed by Physical

‘ Therapy or Occupational Therapy. Further

| interview confirmed "The resident has limited

ROM (Range of Motion) this is a decline for this

resident, I'm going to remove it."

Interview with Director of Nursing (DON) on
February 15, 2012, at 1:21 p.m., in the Nurse's
Station, confirmed no assessment for the use of
the immobilizer had been completed:; the
immobilizer prevented the resident from moving
the arm; the staff had not been in-serviced on
how to apply the immobilizer and had not
reveived any instructions or documentation for
ROM exercises,

Interview with the MDS Coordinator on February
17, 2012, at 8:00 a.m,, in the MDS Office,
confirmed the Physical Therapy staff instructed
the MDS staff on the functional limitations of the
upper extremities(shoulder, elbow, wrist, arm) on
the MDS dated December 7, 2011, and they
—toded-aceord ing-tO'ﬁTeﬁnformatiun'pmvid

the Physical Therapy staff. Further interview

| confirmed the resident's Iast assessment had

| been completed on January 7, 201 2, and
|

STATEMENT OF DEFICIENGIES {*1} PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUSTION {X2) DATE SURVEY
AND PLAN OF CORRESTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
R
445457 BN 0311212012
NAME OF PROVIDER GR SUPPLIER STREET ADDRESS. CITY, STATE, 2IP CODE
465 ISBILL RD
EAST TENNESSEE HEALTH CARE MADISONVILLE, TN 37354
: |
X4) ID SUMMARY STATEMENT OF DEFIGIENCIES o) PROVIDER'S PLAN OF GORRECTION (¥5)
p(xgg)p;x {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE EENE:FAI:TE;BN
TAG REGULATORY OR LSC IDENTIEYING INFORMATION) TAG CROSS-REFERENCED T0 THE APPROPRIATE
DEFICIENCY)
{F 318} | Continued From page 17 {F 318}

FORM CMS-2567(02-99) Pravious Versionz Obsolsta
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GATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPFLIER/GLIA
AND PLAN QF CORRECTION IDENTIFICATION NUMBER,

B, WING

(R2} MULTIPLE CONSTRUCTION
A, BELILDING

(%3) DATE SURVEY
COMPLETED

R

445457

03/1 2/2012

NAME OF PROVIDER OR SUPPLIER

EAST TENNESSEE HEALTH CARE

STREET ADDRESS, CITY, STATE, ZIP CODE
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TAG

SUMMARY STATEMENT QF DEFICIENCIES
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]
PREFIX
TAG
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CROSS-REFERENGED TO THE APPROPRIATE
DEFICIENCY)

1%5)
COMPLETION
DATE

{F 318} | Continued From page 18

Physical Therapy Staff had not provided any

Information for coding the functional limitations of |
! the resident's upper extremities. Continued
interview confirmed the facility started using an
arm sling on December 2, 2011, and the shoulder
immobilizer on February 4, 2012,

{F 318}

Interview with the COTA#2 on February 17,
2012, at 8:10 a.m.,, in the living room, confirmed
the resident's left ang right arms, and bilateral
shoulders had a functional limitation in ROM in
the bilateral arms and shoulders.

| Interview with the DON on February 17, 2012, at

1 8:15 a.m., in the living room, confirmed the
| Camprehensive Assessment completed on .
| January 7, 2012, assessed the resident with no }
| functional limitation in ROM and the facility has no ‘
documentation or knowledge of a decline in ROM |
in the resident's medical record until February 14, |
2012,

Interview by telephone with
Therapy Registerad
at 1:10 p.m., in the Staffing Coordinator's Office,

the Oceupational

i ROM,

Interview with the resident's Medical Doctor by
telephone on February 21, 2012, at 9:12 am.,
confirmed the Medical Doctor visited the resident
February 20, 2012, and the resident had a
——'decrease'in'RﬂM'anﬁ*RGM shonlg
have been performed by the facility to prevent a |'
decline in the resident's condition.
{F 323} | 483.25(h) FREE OF ACCIDENT

{F 323}

{
J
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]
{F 323} | Continued From page 19 {F 323} F 323
S58=t HAZARDS/SUPERVISION/DEVICES
o 483. Free of Accident
The facility must ensure that the resident b
environment remains as free of accident hazards SS=F
as is possible; and each resident receives
adequate supervision and assistance devices to ) .
prevent accidents. Requirement:
.i The facility will ensure that the
resident environment remains free of
. facility hazards as possible; and each
This REQUIREMENT is not met as evidenced resident receives adequate
by: _ . . supervision and assistance devices to
Based on medical record review, facility policy prevent accidents.
review, Guidance for Industry and FDA (Food and
Drug Administratfon) Staff, observation, and
interview, the facility failed to red uce or eliminate Corrective Action:
a siderail restraint after multiple falls from the bed
with full side rails in use, for one resident (#41) of 1. (2) Upon review of the Fall Risk
two residents reviewed, failed to identify the risk 2/6/12 completed by
for side rail entrapment for two residents (#18, Asscssment on piey
#60) of two residents of twenty-three residente the licensed nurse the systematic
reviewed for siderails, failed to assure safety review of risk factors indicated a risk
devices were on and properly operating for two ieh risk) for resident
residents (#57, #94) two of wo residents of ten SeGRE2A (i ghvisk) | p
residents reviewed for accidents, and failed to #41. Based on the risk facftors rom
supervise to prevent falls for one resident (#55) of his Fall Risk Assessment it was
forty-three residents reviewed. determined that he was not a
” ; : i ils due
The facility provided a Credible Allegation of cand1dape fo_r themse Of sidg 1:a1_ls
Compliance on March 5, 2012, A revisit to impaired judgment, incontinence,
conducted on March 12, 2012, revealed the and history of falls from his bed.
corrective actions implemented on March 5, i ils were removed on
2012, removed the Immediate Jeopardy. g r?; SM e e DY et
--———Nmfcommiance‘forF:zﬁ'ctmﬂﬁUES‘at aE" leval = 2612y the TS T
citation (potential for more than minimal harm). The nursing administration staff
The findinge communicated changes made to the
© findings included: resident’s plan of care (removal of
FORM CMB-2567(02-99) Previaus Versions Obzolete Event |D: 008D 12 Faclity 1D: TN6201 If continuation sheet Paga 20 of 3¢
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NAME OF PROVIDER QR SUPPLIER STREETAbDRESS. CITY, STATE, ZIP coDe
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BT SUMMARY STATEMENT OF DEFIGIENGIRS ’ m | PROVIDER'S PLAN OF CORREGTION oxs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
i DEFIC!ENCY) |.
T T | p
{F 323} | Continued From page 19 ‘ {F 323}] side rails and low bed with one mat) :
SS=E | HAZARDS/SUPE RVISION/DEVICES ' to the direct caregivers on the Nurse ’
The facilty ‘ ek - Aide Communication Worksheet and
| e tacility must ensure tha € residen
environment remains ag free of accident hazards ’ the Care plans on 2/ 8i12. (')n 2117712 /
| s /s possible; and each resident receives a telephone order was obtained by
adequate supervision and assistance devices to ' ‘ the charge nurse and the Director of
prevent accidents. ; Nursing to discontinue the resident’s
] bed and chair alarm and use a sensor
’ pressure pad for his bed and chajr.
J : : ) The resident remains on 4 low bed
g‘;:s REQUIREMENT is not met as evidenced with one mat at bedside b
Based on medical recorg review, facility policy receiving a telephong order from the
review, Guidance for Industry and FDA (Food and | physician on 2/23/12. The resident’s
Drug Administratian} Staff, observation, and
interview, the faciiity failed to reduce or eliminate care plan was updated on 2/24/12 by
J a siderail restraint after multiple falls from the bed ’ the Interim MDS Coordinator to
with full side rails in yge for one resigent (#41) of N
P - i e ¢t the current orders and
two residents reviewed, failed to identify the risk | reﬂ .e . S
for side rajl entrapmeant for two residents (#18, interventions (other mt.crven.tm_ns.
| #80) of two residents of twenty-three residents involve in activities, slip resistant
;evi:ewﬂ for sideraiés. failedrto assure safety footwear, may place in the sight of
| devices were on gn Properly operating for two R
f residents (#57, #94) two of two residents of o staff when awake, rest p .
| residents reviewed for accidents, and failed to needed, family at bedsjde Sessions
| Supervise to prevent falls for one resident (#55) of ’ throughout the day, get patient up ‘
[ forty-three residents reviewed. ' when trying to get out of bed, offer /
] The facility Provided a Credible Allegation of snacks, attempt to keep resident dry ‘
Compliance on March 5, 2012. A revisit or clean immediately after
condurlf:.ted ot:_March 112. 201?.,cj revealed the incontinent episode). The care plan
corrective actions implemente, on March 5, : : "
12, removed the immediate Jeopardy. was %‘-‘fﬁmd_by the Nursing l
b 'Ncmmmm fgrﬁ‘;gz'l—mmmm--a—ﬂ Elevel——— Adm.tms!ratton StafT to ensnre that S S
citation ( potential for mora than minimaj harm), the plan of care had been updated to }
[ The findings included- refleet the resident’s current status on |
| | e lindings included: l | 2/24/12. Resident was hospitalized |
FORM CMS-2567(02-99) Pravious Versiong Obsolete Event ID;8D8D12 Facllity ID: TNG 201 If continuation sheet Page 20 of 38
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(X4) ID SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S FLAN OF CORRECTION l s
PREFIX (EACH DEFICIENCY MUST BE PRECEDED By FULL PREFIX (FAGH CORREGTIVE ACTION SHOULD B ' COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
T ' T
{F 323} ] Continued From page 19 ’ {F 323} from 2/24/12 to 3/2/12, returning |
S8=E | HAZARDS/SUPERVISION/DEVICES | with a change in medical status. The }
| Fall Risk Assessment updated on !
The facility must ensure that the resident I . ) ;
| environment remains as free of accident hazards 3/5/12 b}' the I‘{]rector of Nursing
/ as is possible; and each resident receives reflects that resident no longer
adequate Supervision and assistance devices to ’ attempts to self transfer, requiring '
f prevent accidents. assistance of 2 for transfers, The
| resident no longer requires constant
/ ‘ supervision for the prevention of )
: . ; falls. He is on the FROG Pro grarn
J g}r:rs REQUIREMENT is not met as evidenced l that provides closer observation from
| Based on medical record review, facility policy various staff members. Resident
J E?Vie‘:vﬁide uida{nc;. fo)r Isnd;stnt»; and Ft DA (Foc?d and | was transferred to the hospita
| Orug Administration) Sta , observation, an ‘ . y T -
interview, the facility failed to reduce of eliminate | again on 3/3, 12 after ua:tja} ’
@ siderail restraint after multiple falls from the bed attending physician. MDS
| with full side rails in use, for one resident (#41) of “oordinator completed a '
‘ two residents reviewed, failed to identify the rigk ("0 s s 3/9/12 {
| for side rail entrapment for two residents (#18, discharge assessment on 3/9/12. ,
#60) of two residents of twen ty-three residents Resident was readmiited on '
| reviewed for siderails, failed to assure safety i 1S/ v it : .
devices were on and properly operating for two ‘ .3r 15/12 with a“'}mlttmg (:hargc __
residents (#57, #94) two of two residents of ten Nurse completing Fall Risk (
residents reviewed for accidents, and failed to 5 ion ft
. n SUE s nt and Evaluation for .
supervise to prevent falls for one resident (#55) of | FLBSSSAfE .. 2 sip
| forty-three residents reviewed the Use of Side Rails with the
The facility d . ' ' recommendation to be that side
& 1acility provided a Credibje Allegation of o S .
| Compliance on March 5,2012, A revisit rails were not indicated at that l
' conducted on March 12, 2012, revealed the I time. Resident’s care plan was '
corrective actions implemented on March 5, ‘ ‘
2012, removed the Immediate Jeopardy, f -
T Non-Tompliance for F221 continuzs 2t & tevert — — —|— - T g ]
' citation (potential for more than minimal harm), |
The findings includeq: J '
] [
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The facility must ensure that the resident
environment remains as free of accident hazards
as 13 possible; and each resident recejves
adequate supervision and assistance devices to
prevent accidents,

This REQUIREMENT is not met as evidenced

by:

Based on medical record review, facility policy

review, Guidance for Industry and FDA (Food and

Drug Administration) Staff, observation, and

| interview, the facility failed to reduce or eliminate

{ @ siderail restraint after multiple falls from the bed
with full side rails in use, for one resident (#41) of
two residents reviewed, failed to identify the risk
for side rajl entrapment for two residents (#18,
#60) of two residents of twenty-three residents
reviewed for siderails, failed to assure safety

 devices were on and properly operating for two
residents (#57, #94) two of two residents of ten
residents reviewed for accidents, and fajled to

| Supervise to prevent falls for one resident (#55) of
forty-three residents reviewed.

The facility provided a Credible Allegation of
Compliance on March 5, 2017, A revisit
conducted on March 12, 2012, revealed the
corrective actions implemented on March 5,
2012, removed the Immediate Jeopardy.

citation (potential for more than minimal harm).

|i The ﬁnding% included:

Nom=com piiance‘fUrFfzﬁ‘Cﬁnﬂrruent‘a«Eumr___. _

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES [ ID PROVIDER'S PLAN QF CORRECTION {X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FuL, PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE TE
| DEFICIENCY)
o)
. .fj v -
{F 323} | Continued From page 19 {F 323} updated on 3/21/12 with a
$S=E HAZARDS/SUPERVISION/DEVICES significant change assessmen.
Resident’s care plan is updated

per MDS and/or Charge Nurse on
ongoing bases and as needed with
any new orders, interventi ons, or
changes.

(b) Resident #18 The side rajls that
were in place during the Survey were
immediately changed to ful] anti-
entrapment rails on 2/6/12 by the
Maintenaace Director after receiving
a physician’s order. The
measurements for the bed zones were
| obtained by the Maintenance
Director on 2/6/12 using a standard
tape measure with measurements,
The Staffing Coordinator wrote a
narrative note in the nurses notes on
2/6/12 describing the resident with
limited functional status ys ing the
side rails as a restraint, A Physical
Restraint Assessment was updated on
2/6/12 for the use of side rails. A
Side Rail Assessment and Informed
Consent was signed by the family on
2/13/12. On 2/20/12 the MDS
- Coordinator completed an Evaluation ~
for use of Side Rails with a reduction
in side rails from full (anti-
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|
1 H Tt |
{F 323} | Continued From page 19 {F 323y entrapment)to Y2 rails, the phy sician |
$8=E | HAZARDS/SUPERVISION/DEVICES was notified and order was obtained

This REQUIREMENT is not met as evidenced

| interview, the facility failed to reduce or eliminate

| #60) of two residents of twenty-three rasidents

“Non=compliancefor-F=221 continues &t 3 E" Teval

The facility must ensure that the resident .
environment remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and assistance devices to
prevent accidents,

by:

Based on medical record review, facility policy
review, Guidance for Industry and FDA (Food and
Drug Administration) Staff, observation, and

a siderail restraint after multiple falls from the bed
with full side rails in use, for one resident (#41) of
two residents reviewed, failed to identify the risk
for side rail entrapment for two residents (#18,

reviewed for siderails, failed to assure safety
devices were on and properly operating for two
residents (#57, #94) two of two residents of ten
residents reviewed for accidents, and failed to
supervise fo prevent falls for one resident (#55) of
forty-three residents reviewed.

The facility provided a Credible Allegation of
Compliance on March 5, 2012. A revisit
conducted on March 12, 2012, revealed the
corrective actions implemented on March 5,
2012, removed the Immediate Jeopardy,

citation (potential far more than minimal harm).

The findings included:

for ¥ rails. The measurements for the
bed zones were obtained by the
Maintenance Director on 2/20/12.
On 2/23/12 the resident was
cvaluated again for side rail
reduction by the Staffing
Coordinator, the resident’s side rails
was clirninated and the resident was
placed on a low bed with mats. The
Physical Restraint Assessment was
completed on 2/28/12 by the Staffing
Coordinator for the elimination of
side rails and the use of a Jow bed
with mats after receiving a
physician’s order. The care plan
was audited by the Nursing
Administration Staff to ensure that
the plan of carc had been updated to
teflect the resident’s current status on
2/29/12. On 375712 resident rodied
out af bed with a small laceration
to upper Hp with intervention to
cheek placement of furniture and
remove if in pathway. Keep room
free of clutter for saf y. Powei

and bladder program 10 determine
habit time, and FROG Program,
{are plan was updated 1o reflect
new mterventions for 345, 3713
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X4 | SUMMARY STATEMENT OF DEFICIENCIES o ' FROVIDER'S PLAN OF CORRECTION
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TAG
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CROSS-REFERENCED T THE APPROPRIATE
DEFICIENCY)

{x5)
COMPLETION
DATE

REG ULATORY oR Lsc IDENTIFYING INFORMATJON)

|

{F 323 i Gontinued From page 19
88=k “ HAZARDS/SUPERWSION!DEVFCES

I resident was found in room 124
’ {F 323) / bathroom with one shoe o,
Resident hag FOWen up from hey
wiheel chair in another residen: s
: - | E0Oom. with -in'tc.rventix_ms for
| adequate SUPervision and assistance devices to ‘ Proper footwear (nonskid) Sitace ;
’ prevent accidents, | Footwear when residens TeMoves
J J a5 allows with physical therapy 1n
) sereen. Op 37 3. further
interventiog Wits added to get upy

[‘ This REQUIREMENT IS not met as evidenced
by:

aidter hreak fasy as desires afjer |
Based gn medical recorg review facility policy f Farther nvest; sstion of fa]
: . ) riber iy RtToy all on
review, Guidance for Industry ang FDA (Food ang ' ;,?; t-. . Jf’, Foi . -
Drug Administration) Staff, observation and / /13, Fall on 3117 where residen;
interview the facility fajleq o

olied from the bed in hey sleep.,
bod was in lowest pasition Wity
MALS on both sides. 1O injury

noted, intm'emion_ 0 add pooj J
roodles to define Perimeter of the
ith ajl aboye imer\-'ca;t:inﬂs }

added to 1he care play ag

with full side rails in use, for one resident {(#41) of
two residents reviewed, fajled to identify the risk
for side rajl Entrapment for Wo residents (f138,
#60) of two residents of twenty-three residents

a siderail restraint after muitiple falls from the bed /

| residents (#57, #94) two of two residents of ten
residents reviewed for accidents, ang failed to

/ Supervise to Prevent falls for one resident (#55) of

|

|
devices wera on and property Operating for two ’ ’

| inmiem-cmcd Resident's care
forty-three residents reviewed, '

Plan is updateqg pet MDS and/o;
The facility provideq & Gregipye Allegation of Charge Nurse on an ongoing J

Compliance on March 5, 2012, A revisit

bases and as needed with any new
conducted on March 12, 2012, revealed the T : :
/ corrective actiong imp!emented on March 5, ' orders, miervennons, oF t.hanges.
}  TéMoved the Immediate Jeapardy
i —’ On=compi forF=221
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DEFICIENCY)

{F 323} | Continued From page 19 {F 323} (c) Resident # 60 The side rails

S8=E | HAZARDS/SU PERVISION/DEVICES that were in place during the survey

e . immediately changed to full
The facility must ensure that the resident were immediatcly changed

ﬁm 2, removed the Immediate Jeopardy,

environment remains as free of accident hazards
as 15 possible; and each resident receives

adequate supervision and assistance devices to
prevent accidents,

This REQUIREMENT is not met as evidenced
hy: :

Based on medical record review, facility policy
review, Guidance for Industry and FDA (Food and
| Drug Administration) Staff, observation and
! interview. the facility failed to reduce or eliminate
a siderail restraint after multiple falls from the bed
with full side rails in use, for one resident (#41) of
two residents reviewed, failed to identify the risk
for side rail entrapment for two residents (#18,
#60) of two residents of twenty-three residents
reviewed for siderails, failed to assure safety
| devices were on and pProperly operating for two

residents (#57, #94) two of two residents of ten
residents reviewed for accidents, and failed to
Supervise to prevent falls for one resident (#55) of
forty-three residents reviewed. |

The facility provided a Credible Allegation of
Compliance on March 5, 2012, A revisit

conducted on March 12, 2012, revealed the
corrective actions implemented on March 5,

omccmpliame*for!::zm‘wntmm‘a‘" “Tevel|

citation (potential for mare than minimal hamn),

i The findings included:

anti-entrapment rails (prior to the
exit of the surveyors) on 2/6/12 by
the Maintenance Director. The
measurements for the bed zones were
obtained by the Maintenance
Director on 2/6/12 using a standard
tape measure. The Side Rail
Assessment and Informed Consent
Form (one form) was later completed
by the Staffing Coardinator.on .
2/6/12 for the use of side rails with a
reduction from full side rails to %
side rails after receiving a
physician’s order for the use of ¥
rails by the Staffing Coordinator
(after the exit of the surveyors for the
evening) that were changed out per
the Maintenance Director. The bed
zone measurements were obtained
by the Maintenance Director on
2/6/12. A Pre-Restraint
Assesstent was completed on
2/21/12 by the Staffing
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h “RINTED: 03/14;
REPARTMENT OF HEALTH AND HUMAN SERVICES | HFE%M QP;JRE‘
CENTERS FOR MEDICARE & MEDICAID SERVICES Nl
STATEMENT or DEFICIENGIES (X1) PROWDER"SUPPLIEEJCJM

(X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUNMBEER, COMPLETED

R
03/12/2012

X2) MULTIPLE CONSTRUCTION

A BUN.DING

B. WinG

445457

NAME QF PROVIDER oR SUPPLIER

EAST TENNESSEE HEALTH CARE

STREET ADDRESS, CITY,
4651SBILL RD

MADISONV[LLE, TN 37354

STATE, ZIP cope

o

SUMMARY STATEMENT OF DEFICIENGIES [] PROVIDER'S pLAN OF CORRECTION ' {X5)
(EACH DEFICIENCY MUST BE PRECEDED py F ULL E (EACH CORRECTIVE ACTION SHOULD BE COMPLETIO
REGULATORY OR LSC IDENTIFYING INFORMATIDN'J CHOSS-REFERENCED TO THE APPROPRIATE } DATE

DEFIGIENGY }

Coordinator that indicated side

{F 323} | Continued From page 19 | {Faz) ;
rails being used as a restraint and ,

SS:E/ HAZARDS:’SUF'ERVISIONIDEVICES

assisting the resident. Resident

The facility my tensure that the id i
¥ must ensure tha i Was transferred to hospital an f

35 Is possible; and each resident receives ' 2/26/12. The Interim MDS§
Isi Coordinator completed a
Discharge Assessment on 2/29; 12

{ which reflected the use of side ’
i‘ ; rails as a restraing (as % rails were ’
| This REQUIREMENT is not met as evidenced / used until 2/23/12 during the 7

%/ésed on medical record review, facility palicy f da}_” look back Period). The
review, Guidance for Ing ustry and FDA (Food ang resident was reassessed upon

Drug ﬁdmfnfstration) Staff, observation, ang " return to the facility on 3/ 12/12 by

Interview, the facility failed to reduce or eliminate
a siderail restraint after multiple falis from the beq

the admitting Charge Nurse who |
completed an Evaluation for the

use of Side Rails and a Faj Risk

#60) of two residents of twenty-three residents Assessment with the

reviewed for siderails, failed to assure safety ion for no side rails
devices were On and praperly Operating for two ’ ceommendation for nos

residents (#57, #94) twa of o residents often | indicated at this time, The MDS
| SUpervise to prevent falls for one resident (#55) of

forty-three residents reviewed, , Readmission Assessment on
{ ’ 3/2212. (A 14 day Assessment

was completed on 3/29/ 12).
Resident’s care plan is updated

I

residents reviewad for accidents, ang failed to l ’ Coordinator completed 4 5 day ;
|

|

|

| The facility provided a Credible Allegation of
| Compliance on March 5, 2015 4 revisit [

| corrective actions implemented on March 5, ' ' per MDS and/or Charge Nurse on
012, removed the Immediate Jeopardy :
o oot erforFaong 3 E e - an ongoing base and as needed "‘,"“—“_"‘ |

citation (potentiaf for more than min; g with any new orders,
interventions, or changes.

IRM cms-zser{oz—ss} Previous Versions Obzolete Event ID:opgp12 Facllity ID; TN§20¢ If eontinyation sheet Page 20 of 28
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pd4/82/20812 B8:11 4234424485

DEPARTMENT OF HEALTH AND HUMAN SERvICES FRETED: 03/1413¢
CENTERS FOR MEDIC ARE &MEDICAID SERviCES e APPROY

STATEMENT OF UEHC!EN(‘,E;T X1) PROVIDER, | s - NO, 0938—03
AND PLAN OF CORRECTION a =DENTIFiéATS}r‘_I:iIPrt&fSé% 2 MULTIPLE CONSTRUGTION (¥) DATE suRvey
A BUILDING COMPLETER
445457 & WiNG R
NAME OF PROVIDER oR SUPPLIER 03/12/2042

STREET ADDRESS, ciTy, STATE. 2iP cone
485 ISBILL RD

MADISDNVILLE, TN 37354

EAST TENNESSEE HEALTH CARE

{4y 1D SUMMARY STATEMENT OF DEFICIENGIES
Clk 5] ; A
P%EEIX F‘(EEESEA?%??ENCY MUST g PRECEDED gy FuLL I {Eﬂpgl-? ggggssc?rmga%ﬁr%ﬁ:g;ﬁ“% | e
ORLse IDENTIFYING TNFORIW\T!ON) CROSE.REF ERENCED TQ THE APPROPRIATE cmg}TEETION

DEFICIENCY}

(F 323) { (d) Resident # 57 A telephone order |
[ was received from the resident’s [

Physician for the use of % sie rails "
| on2/10/12. The resident was

l assessed on 2/20/12 using the

| adequate Supervision ang assistance devicas to Evaluation for uge of Side Rails (for
} Prevent accidents. the cvaluation of side rai] use)
| indicating the use of ¥4 side rails by
the Staffing Coordinator. A Pre- '
Restraint Assessment was completed
on 2/21/12 by the Director of '
Nursing that fndicated side rails are
used as a restraint, On 2/24/12

{F 323) Continueq From page 19 /
SS=E[ HAZARDS!SUPERVISION!DEV!CES

|

' another Evaluation for the yse of ’
} Side Rail was completed by the

!' Staffing Coordinator indicating the )
l
|

elimination of %4 side tails (no side
rails are in place at thig time). As of
2/24/12 the resident’s current
interventions include- the locking of
wheel chair prior to transfer, offer
rest petiods, assist to the bathroom
during rounds and ag needed, bed in
lowest position, a chajr sensor pad.

|

‘- Supervise to Prevent falls for one resident (#55) of

The fagil; rovigded f i i '
o e e b et ol

orraacted on March 12, 2012 reyear, the | Norsing Admiisiration stagry, ]

Gg?;,cﬁg,; gﬁgg?ﬁ ir}nplem;nted on March 5 ensure that the plan of care had beey

i e STNOVEd the Immedjage Jeopardy. ol updated to reflect the resident’s o+
Non=Compiiy = m— —_
o Plan was aundited by the Nursin g
The fing INgs included: ’ Administration Staff to ensure that

the plan of care haq been updated to
Facllity 1D; Tng201 It continuation sheet Page 20 of !

FORM CMS—2567(02-993 Previoys Versions Obsoleta Event Ib: S0ED1

S



PAGE 88/99

EAST TN HEALTH CARE

465
ad4/p2/2812 @8:11 4234424

PEPARTMENT OF HEalTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDIcAID SERVICES

SYATEMENT OF DEFJCIENCPEF_-“ (X1) PRCWI‘JEPJSUPP’_I‘EF{.-’E".UA
AND PLAN oF CURRECT'iON iDENTr‘FiCATIONNUI‘-ﬂEER:

445457
NAME O PROWVIDER DR SLI'FW.I'EH

(¥4} 1D SUMMARY STATEMENT o DEFIGIENGIES [
PREFIX {EACH DEFICIENGY sy & PRECEDED gy pyyp,
TAG J REGULATORY Gr |5 IDENTIFYING INFORMATION,) f

{F 323 ’ Continued From Page 19
SS=E, HAZARDSISUPERVISION/DEV!CES

| The facility MUst ensure that fhe resident
/ en\flronme_nt remains as free of aceident hazards

adequate Supervision ang assistance devices to
/ Prevent dccidents.

reviewed for Sideraijls, failed to assure safety |

devices wers on ang Properly operating for two |
| residents (#57, #94) two of two residents of ten "

residents eviewed for accidents, ang failed to

Supervise i Prevent falls for one regident (#55) of
" forty-three residents evigwed,

|

|

' The fag:iﬁty Provided g Credible Allegation of
Compliance On March 5, 2010 A revisit
conducted on Marg_:h 12,_2012, revealed fhe ’

Coirective actions implementeg o, March 5,

T = rhe “Compliante: for-fe; 2TTon "E"lever—-

The findings included: |

FORM C.‘MS-ESG?(OZ-QS] Previoys Versions Cbselote Event iD:aD8D 12

22 MULTIRLE CONSTRUCTION
A BINLDING

B. WiNg

STREETADDRESS, CiTy, STATE, zIp CODE

{F 323}

FRINTED: 4371272
FORM APPR Oy
OMB NO. 09330z
(X3) DATE sURVEY
COM FLETER
R
03/12/2012

485 ISBILL RD
MADISONWLLE, TN 37354

PROVIDER'S pla OF CORRECTION (%s)
(EACH CORRECTIVR ACTION SHOULD 8 COMPLETION
CRDSS-REFERENCED TO THE APPROPRIATE BATE

DEFICIENG )

reflect the resident’s current status opn /

2/29/12. The resident’s care plan

Was reviewed by the Director of ’

Nursing on 3/7/12 and evaluated for

fall prevention strategies and deeme '

the interventjon for constant

Supervision during toj leting was

inappropriate, After feview of

current interventions op 317712 by

the Director of Nursing and further ’

investigation of the incident (with '

intcrvention pot to leave unattended)

it was determined that the

intervention was implemented before }

a full root cause analysis was

conducted (the intervention was |

j temoved as of 2/24/12 interventions
above). Asof 3/22/12, current
intervenﬁons, the resident femains on
the FROG Program, participates i /
Testorative with ambulation “walk to
dine Progtam”, low bed with mats,
antiroll hack brakes, the .Iocking of

f wheel chajy prior to transfer, offer

| rest periods, assist to the bathroom

during rounds angd as necded, further

l monitoring and interventjons wil

l

—_——

———

————

continue to prevent fajs. Resident’s
” care plan is current ang Updated

Fachity 10 TNE2O¢ If continuation sheet Page 20 of 38
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DEPARTMENT OF HEALTH ANL HUIMAN SERVICES
CENTERS FOR MEDRICARE & MEDICAID SERVICES

PAGE 89/99

EAST TN HEALTH CARE

FRINTED: 03714/;¢1;
FCRIG APPROVEL
OMB NO. 0938-039+

STATEMENT OF DEFICIENCIES (X1) PROVIDERISUPPUER/C 12 (%2) MULTIPLE CONSTRUGTION (X3) DATE SURvEY
ANO PLAN OF CORRECTION INENTIFICATION NUMEE R- COMPLETED
- A BUILDING - o
445457 BN . 0312/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE, z1p CODE
465 ISBILL RD
EAST TENNESSEE HEALTH CARE MADISONVILLE, TN 37354
 SUMMARY STa - [ 'S PLAN OF CORRECTION {%5)
(X4 ID ! SUMMARY STATEMENT OF DEFICIENGIES [+ PROVIDER'S P e COMPt TN
EACH DEFICIENCY MUST BE PRECEDED BY L PREFIX {BACH CORRECTIVE ACTION SHOULD B
P?EE"‘ ‘ R[EGULATORY OR LSC IDENTIFYING INFORMATION) ’ TAG | CROSS‘REFERESEEE IE:: (':r‘erE APPROPRIATE sl
S R
i b : ; 55 per MDS and/or Charge Nurse on
{F 323} | Continued fom page 19 {F3 .
a0 ongoing bases and as neede
SS=E| HAZARDS/SUPERVISION/DEVICES e SO d
with any new orders,
The facility must ensure that the resident interventions, or changes,
environment remains as free of accident hazards
as is possible: ang each resident receives ' ; - ;
adequate supervision and assistance devices to ) I_{Cs"dem #9_4 The facility gtaﬁ?
| Prevent accidents, Provides supervision through routine
rounds (minimum of every 2 hours),
during care delivery, activities, ang
meals. The chair sensor pad was
This REQUIREMENT is not met as evidenced discontinued on 3/5/12 by the
by Director of Nursing after reviewing
Based on medical record review facility policy ourrent inferyent; .
' ons,
review, Guidance for Industry and FDA (Food and the resident in the o, Aﬁﬂ ¢ iacmg{
Drug Administration) Staff observation, and L eentin the correct wheel chajy
interview, the facility failed to redyce or eliminate with anti-lock brakes on 2/6/ 12 the
a ?;Idl?rr?li_;estra:nt after rr;uitlple falrs_ Jrortra(itwll;e1 ;je? resident wag identified not to be at
with full side rajls in use, for ane residen o] risk for 1 T |
two residents reviewed, failed to identify the risk i '!5 Dfa'_ similar inciden |
for side rail entrapment for two residents (#18 (W}_leel chair rolling back). The
#80) of two residents of twenty-three residen ts resident utilizeg the wheel chair to
| eviewed for siderails, faifeq to assure safety ‘ push bimself into 4 standing position:
devices were on and Properly aperating for two the anti-lock 4 L : o
residents (#57, #04) two of two residents of e, ' P o) €8 prevent the chair
| residents reviewed for accidents, and failed to | from rolling Providing the resident
‘ SUpervise to prevent farl§ for one resident (#55) of ‘ with stability, Ap identifier with the
| forty-three residents reviewed, | tesident’s name was attached to the
The facility provided a Credible Allegation of ‘ wheel chait on 272011 The
- Compliance on March 5,2012. A revisit resident’s care plan was reviewed
comeciv selong sy Sueded e sty e
| e actions implemented o arch 5, ; .
2012, removed the Immediate Jeopardy, | irsing on 22912 0 reffct e :
B e pliancefwﬁzmmﬂﬁmm-**s"m@ T resident’s current statug, A frey T
' citation (potentiai for more than minimal harm). | review of current intgrvemjoﬂs on
' The findings includeg: f 377112 by the Director of Nursing
| . _ ]

FORK OMS—256?(DE-E'9) Previoys Verslons Obeatale

Event ID: 5DgD12

Facliity 1D; TNG201

If continuation sheet Page 20 of 3z
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DEFARTMENT OF HEALTH ANT KUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PAGE  98/99

EAST TN HEALTH CARE

FRINTED: Qalyereq:
FORW APPROVEL
QMB NO. 0938-039"

STATEMENT OF DEFICIENGIFS (X1} F’RDWDERISI.JFP:‘,IEF{J‘CLIJ‘-\
AND PLAN OF CORRECTION IDENTIFICATION WNUNE B2

445457

lptz: MULTIPLE CONSTRUGTION
A BUILDWNG

B. WING

{(X3) DATE SURVEY
COMPLETED

T R

03/12/2012

NAME OF PROVIDER OR SUPPLIER

EAST TENNESSEE HEALTH CARE

STREET ADDRESS, CITY, STATE, ZIP CODE
465" 1ISBILL RD

MADISONVILLE, TN 37354

85=C ’I HAZARDSJ‘SUF'ERVISIONJ‘DEVICES

{ The facility must ensure that the resident

as is possible; and each resident receives

prevent accidents,

Drug Administration) Staff, observation, and

reviewed for siderails, failed 1o assure safety

forty-three residents reviewed,

The facility provided a Credible Allegation of
Compliance on March 6, 2012. A revisit
conducted on March 12, 2012, revealed the
corrective actions implemented on March 5,
20_,_1__2. removed the Im_m_ed,j,ate,,laop_ardy.

—fnfon‘-'cu'mplianceforﬁ.?z*l

The findings included:

environment remains as free of accident hazards

adequate supervision and assistance devices to

This REQUIREMENT is not met as evidenced
by:

Based on medicai record review, facility policy
review, Guidance for Industry and FDA (Food and

interview, the facility failed to reduce or eliminate
a siderail restraint after multiple falls from the bed
with full side raits in use, for one resident (#41 ) of
two residents reviewed, failed to identify the risk

! for side rail entrapment for two residents (#18,
#60) of two residents of twenty-three residents

| devices were on and properly operating for two
residents (#57, #94) two of two residents of ten
residents reviewed for accidents, and fajled to
Supervise to prevent falls for one resident (#55) of

Ot At a E ey ————

citation (patential for more than minimal harm).

B Adrnission/Readmission, significant

{X4) ID SUMMARY STATEMENT OF DEFICIENGIES 0 FROVIDER'S PLAN OF CORREGTION gL
PREFIX (EACH DEFICIENCY MUST BE PRECEDED By FuLL PREFIX (EACH CORRECTIVE ACTION SHOULD BE A ON
TAG REGULATORY OR L0 IDENTIFYING INFORMATION) TAG GROSS-REFERENC?D IEO'I\I:I)E APPROPRIATE
| DEFICIENC
‘ _ (f) Resident #55 care plan was
{F 323}\, Continued From page 19 {F 323}

reviewed and modified on 2/14/12 by
the MDS Coordinator and
reflected the resident’s current
status. No further assessments or
care plan updates could be
completed due to the resident
expiring on 2/16/12.

2. (a) The Fall Risk Assessment for
all residents (utilizing the current
assessment) was reviewed and
verified to be correct by the Nursing
Administration Team on 2/28/12.
The nursing administration team
reviewed and revised the care plans
for residents that scored at high risk
for falls ensurin g that fall
preventative interventions have been
implemented on those as of 2/28/12
through 3/5/12. As of 3/5/2012, 11
residents scored Hi gh (20 or above)
on the Fall Risk Assessment,

(b) The charge nurse or 4 member of
nursing administration will complete
a Fall Risk Assessment upon

change, after a fall, and at minimum
of quarterly. The charge nurse will
implement a new or modified |

FORM CMS-2567(02-69) Pravious Versions Obsolete

Event ID; 9D8D12

Facility 1D: TNB201

If continuation sheet Page 20 of 38
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DEFARTMENT OF HMEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE g MEDICAID SERVICES

EAST TN HEALTH CARE

PAGE 91/99

FRINTED: 3/ a0
FORM APPROVEL
OMB NO, 0938~Q§§_j

STATEMENT OF DEFICIENCIES (X1 PROVIDERISUPPLIER/TLIA (X2} MULTIPI £ CONSTRUGTION (X3) DATE SURVEY
AND PLAN GF CORRECTION IDENTIFICATION NUNMBESz: COMPLETED
A, BUILDING e
T R
445457 BN 03/12/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP 60DE -
465 ISBILL RD
AST TENNESSEE THC
EAS HEALTH CARE MADISONVILLE, TN 37354
(X4) ID T SUMMARY STATEMENT OF DEFICIENGIES T PROVIDER'S PLAN OF CORREGTION a8
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FuLL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG | CROSS.REFERENCED TO THE APPROPRIATE DATE
‘ | DEFICIENCY)
. S o
{F 323) | Continued From page 15 [ {F3g3)| ‘mervention (updating the Nurs
SS=E | HAZARDS/SUPERVISION/DEVICES ' Aide Communication Sheet, 24 hour
‘ | report sheet, and care plan) to
The facility must ensure that the resident prevent further falls, The Director of
environment remains as freg of accident hazards : . . ;
as is possible; and each resident receives Nursing or Assistant Director of
_ adevquite Sl._!ger\gsion and assistance devices to | Nursing will in-service staff on any
brevent accidents. | modifications made regarding fall
’ interventions after the momi ng QA
. | Meeting (where occurrences/falls are
This REQUIREMENT is not met as evidenced ' discussed). A Fall Focus Cqmmittce
bBy : consisting of the Interdisciplinary
ased on medical record review, facility policy ] 2 .
[ review, Guidance for Industry and FDA (Food and T{fdm (not IH,T'md to:
' Drug Administration) Staff observation, and Director/Assistant Director of
intgmiew. the falcimy failed to reduce or eliminate Nursing, MDS Coordinator, Social
| @ siderail restraint after multiple falls from the bed | J Servi vity Di Vi
with full side rails in use, for one resident (#41) of werviees, Activity Director) is
wo residents reviewed, failed to identify the rigk conducted monthly, and or as needed
{ for side rail entrapment for two residents (#18,
#60) of two residents of twenty-three residents o recap och}nences Bagt have
reviewed for siderails, failed to assure safety occurred during the month and
| devices were on and pr, operly operating for two evaluate the success of implemented
residents (#57, #94) two of two residents of ten o .
residents reviewed for accidents, and failed to miervennons.(m:cunences R
Supervise to prevent falls for one resident (#55) of discussed/reviewed daily (Monday-
‘ forty-three residents reviewed. Friday) in the QA meeti.ng). A
Lhe facility provided a Credible Allegation of review of all residents MDS’s and
Cogoli?ncfe or;w Mam 5, 25112- A revisit Care Plans was initiated on 2/28/17
conducted on Marc 2, 2012, revealed the : . '
| corrective actions implemen ted on March 5, ‘ {0 1dentify other assessments or Care
J 2012, removed the Immediate Jeopardy. | - Plans that may not have been coded
— mmmtrszgcgi il H-"E"m@r ~ | orupdated correctly for the use of - T
) inimal harm). . : ; .
' Ay side rails/restraints, Resident’s that
Eﬁe findings included: J are identified as being out of

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 908012

Faciity 1D: TNB201 If continuration sheet Fage 20 of 38
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65
Bd4/p2/2012 @8:11 42344244

FRINVED: 0311470
DEFPARTMENT OF REALTH AND HUMAN SERVICES FORW APPROVE
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0z¢
ST;*«TEMENT OF DEFICFENCIES (*x1) F-‘ROVI'DER"SUPF'I.IERJCUA

AND PLAN OF COF"\F!E{‘,‘TION

(H2) MU TIPLE CONSTRUGTION

(X3) DATE SURViEY
IEUENT!FICATION NUMEER:

COMELETED
A El_f!LDJNG
R
445457 el
NAME OF F‘RO\J’]DER QR SUF’F’UER

031212012
STREET ADDRESS, CITY, '

4851SBILL RD
MADISONVILLE, TN 37354

STATE, ZIP CODE
EAST TENNESSEE HEALTH carg

. ]
4o | SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION | e
PREFIX | (EACH DEFICIENCY Mgy oo PRECEDED BY FuL PREFIX (FACH CORRECTIVE ACTION SHOULD B | SR TN
TAG REGULATORY OR LSC IDENTIFY NG INFORMATION) CROSS-REFERENCED TG THE APPROPRIATE )
DEFICIENCY)
] . - 1
| f compliance wil] havye 5 |
{F 323} | Continued From page 19

modification/siomns: shay
ss<t | HAZARDSISUPERVISIONIDEV!CES Hieatiow/signjficant change

| and/or revision to the Care Plan ¢o be

] The facility muyst Ensure that the resident completed to reflect the resident’s |
| €nviranment remajng ag free of accident hazards | eurrent status by the MDs
Coordinator(s)- The Nursing
Administratiye staff conducteqd ’

’= prevent accidents. J

This REQUIREMENT Is not met as evidenced
by:

walking rounds to compare the
resident’s curyent interventions (list

] not all inclusive: 1o include safety

devices such as: alarms, chajrs used
.Or mobility, beds, mats, side rails,

{ Based on medical record review, facility policy
| review, Guidance for Industry and FDA (Food and

| : : |
Drug Adm:‘nistration} Staff, observation, and walkers) against the Car_e Plan'to |
intsrview, the facility fajled to reduce or eliminate ensure that no other resideqt would
4 .f;dfr{f'".f“r?,‘”f. after ”}”’”P‘e fa“*“’.cf“”;‘ (m )b‘—'? ; be affected by this deficient practice f
| Wi ull side raijlg In use, Or one resj en 0 §E I . 3 .
} two residents reviewed, faffe 1o identify the risk | O 2/28/12. The individual resident s

for side rajl entrapment for two residents (#1g, need for supervision and current fa]]
#60) of two residents of twenty-three residents

I P .
; : . . | pr tive in ]
reviewed for Slderails, failed to assure safety ! Preventative Merventions was

devices were On and properly operating for two i updated a5 needed on to the Nurse ’
| Tesidents (#57, #94) two of two residents of ten j Aide Communj cation Sheet.

residents revieweq for accidents, and fajleq to - ing administra fion [
Supervise to prevent falis for one resident (#55) of ' 3.(a) The nursz ng adm

forty-three residents reviewed. staff communicated changes to

The facijit J resident status such as bed changes,

€ tacility provided a Credibje Allegation of o g
/ Compliance on March 5, 2012, A revisit || modlﬁcatfon of side rfnls_._ or ‘
| Gonducted on March 12, 2012, revealed the - modification to restraint usage tothe |
2015 Tve actions implemented on March 5, Irect care givers (CNA’s . licensed
‘L2D 12, removeqd fhe.!mmedfate.JEOpardy,. direct car g (

'Nﬁhmpfi’éﬁte'farﬁﬁ'cmm*' " levar————— nurses, and therapist) on the Nurse
J Citation ( Potential for more than minimat harm). Aide Communi cation Worksheet,
Care Plaus, and/or the 24 hour report

book as of 2/28/12. The Assistant
Event 10:9D8012 Faciiity iD: TNE201

The findings includeq:

if continuation chaet Page 20 of 38
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PAGE 93/99
EAST THN HEALTH CARE

465
pd/@2/2812 ©8:11 4234424

REPARTMENT o HEALTH aND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDBICAID SERVICES

STATEME‘NT aF FJEFICFENCrES X1y PHD'\-’IDERISUPPE IER/CL
AND PLAN OF (; ORRECTION IDENTIRIGATION Nu:’-msm}.\

FRINTED: 0350000

FORM: APPRCy

MB NO. 0938—03
(X3) DATE SURVEY

“rin]

(%2) MUl s CONSTRUGTION

A BUILDING COMPLETED
445457 i
NAME OF FROWDER on SUPPLIER 03”2!2012
= : STREET ADDRESS, ¢ty STATE, 21 cope
EAST TENNESSEE HEALTH cagre 4651SBILL RD
MADISONWLLE, TN 37354
“4) 10, | SUMMary STATEM F : -
PR (EACH DEFICIENy T O ECEoED 2D PREFX {Jé*fﬁé’ﬁ&é#é&%i%ﬁf&ﬂi%”aE | confing,
TAG REGULATORY URLSC MWENTIFYING iNFORMAT[ONJ TAG ' CROSs REFERENCED TO THE APPROPRIATE ! DATE
: i DEFICIENGY) }
{F 323 ||| Continued From bage 19 ( (F 323 j Director of Nursing wil] post an

| Updated list for residents with side ’
| rails in the front of g CNA
| €nvironment fMains as freg of accident hazards assignment hook as changes a.rc
ible; i i made to the resident’s current side
| rail status beginning 2/29/12. Ay
residents using wheel chairs and gerj
/ chairs will have tesident specific

SS=E/ HA?ARDS/SUPERVISFON/DEVICES }

|

|

| identifiers added to their chair by
3/1/12 by the Maintenance Assistant.

|
| Based on medical reony review, facility pojigy f () Upon admission/ readmission, f
| lidance f _ | Tesidents will be assessed using ’
e fqdmmmratf?n} 2 observation, ang | the Evaluation for the use of Side
8 siderail resrajng after multiple fajjs from the bey Rail Assessment tool by the _

in use i Charge Nurse or Nursing

Administration for the
appropriateness of gide rails

(using the least restrictive device).

for side raif entrapment for two résidents (#18,

two residents eviewed, failed to identify thé risk / ’!
x #80) of two residant of twenty-three residents | [
!

reviewed for Siderails, failed to assure safety

f deviceg Were on ang Properiy Operating for two
. :

 Tesidents (#57, #94) two T two residents of ten Further side ra) evaluations wi]j
f residents reviewed for accidents, ang failed to

; be reviewed with significant
SUparvise o Prevent falls for One resident S)o i i
J fol‘[y—three reside nts reviewed_ #5 ) of changcs, at a mmimnm of

Quarterly and/or ag needed by the
charge nurse, MDS Coordinator
arch and/or nursing administration,
58[‘?&"’9 actions JMplemgnted On March 3, The least restrictive side rail wi]
ENemmsornoved the | Tmediate. : . ‘[ be used as 3 restraint only after g _J
| other alternatiyes (list not an B i

’ J inclusive: low heg with mats, bed

in lowest position, pool noodles, f

‘ORM CMS-ESG?(OE-SQ) Previpys Varstansg

o . _
okt Event 1D:958012 Facilty 10: T2 I continuation sheet Page 25 of 38
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ad/v2/2@812 @68:11 4234424465

DEFARTMENT OF BEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT oF DEFICIENGIES

FRINTED: O3f14r:05

FGRM APPROVE
B NO. 0938-039

X1 F‘RL’JVIDERI-‘SUPF[ IERICI 14,

AT F 1 (X2 MLTip) = CONSTRUGCTIGN (X3 DATE SURVEY
AND PLAN OF CORRECTION DENTIFICATION Nt EER. ; CO.‘L‘TI’-"LJETED
A BUILOING .
R
445457 SAVING

NAME OF PROVIDER oRr SUPP] [ER

EAST TENNESSEER HEALTH CARE

0311212012

STREET ADDRESS, CiTy,
465'ISBILL RD

MADISONV] LLE, TN 37354
(X4} 1D SUMMARY STATEMENT oF DEFICIENGIES ’

D PROVIDER'S PLAN OF CORREGTION | X5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED By Fuy FREFIX | (EACH CORRECTIVE ACTION SHOULD B ' compierion
TAG REGULATORY O Lsg IDENTIFYING INFORMATION) |~ TAG CROSS-REFERENGED TO THE APPROPRIATE [ DATE
N DEFICIENGY)
[
; f Wing mattresses, toiletin
{F 323) [' Continued From page 1@ g ’ &

{F 323) S
S92E | HAZARDSISUPERVISIONIDEVICES schedules, activities, non-skid |
| surfaces, modification of room i

STATE, Z)P CoDR

FORM 0145-256?(02-99) Previous Vers)

| The facility myst ensure that the resident |

|- em_u'ronment remains as free of aceident hazards
[ as 1s possible: ang each resident receives

adequate Supervision andg assistance devices to
brevent accidents.

|'
;‘hfs REQUIREMENT is not met ag evidenced
V!

! Ba;ed on medical record review, facility palicy
review, Guidance for Industry and Fpa (Food ang
Drug Admfnistratfon} Staff, observation, angd

| devices were o and properly operating for two

residents (#57, #94) two of two residents of ten
residents reviewed for accidents, ang failed to

I Supervise to prevent falls for one resident {#55) of

‘ forty-three residents reviewed,

The facility provided g Credible Allegation of
Compliance on March 5, 201 2. Arevisit
conducted on March 12, 2012, revealed the

corrective actions implemented on Mareh 5
2012, removed the | mr_ne_d_i_aie_...leupardy_

- '—;@ﬂbﬁ%bﬁﬁpiiéﬁi&é-forhﬁﬁ‘mnﬁm@?mE"‘E"EV‘"G '

citation (potent_iai for mare than minima! harm).

Il The findings includeg:

ons Obzolate Evont I6: 4D8D17

" alternative intervention can be =

location, observe behavior/wake
patterns, assistive devices,
reclining /rocker chairs, drop
seats, tilt back chairs, medication
review/adjustrnent, identification
markers (FROG program- process
identified latet in the F 323
document), family visits) have
been attempted without success,
A Pre-restraint Assessment will
be completed by the charge nurse
or by a member of the Nursing, |
Administration Staff prior tc the
use of a restraint. The Pre.
Restraint Assessment wifi guide
the nurse in making a decision if
restraint is recommended and
offer alternative ideas (on the
back of form) that can reduce the
risk of injurics associate with
falls/restraints for residents at
high risk for falls without the uge
of a physical device. Ap

attempted based on the individual
resident’s Pre-Restraing
ASscssment in no specific order,

M The Pre-restraint ASsessment can et Page 20 of 33

92




PAGE 95/99
EAST TN HEALTH CARE

: 234424465
pd/@2/20812 ©88:11 4

DERART M i i - P FRINTED: 03127004

LEPARTMENT OF HEAL TH AND BURMAN SERVICES FORM APPROVE

CENTERS FOR MEDICARE ¢, MERICAID SERv(CES OMB NO, 0938-030
[smrsmsm‘ OF DEFICIENCIZR (x1) F"F:GVILJER!SUPPLIEP.-'CLM 2 MULTIPLE CONSTRUCTION (X3} DATR SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUngER. COMPLETED

A 8UILDING
—'—-—__._“—‘—-—_ R
445457 B. WING e

03/12/2012
P i o S
NAME OF PROVIDER on SUPPLIER STREET ADDRESS, CiTY, STATE 21p COOE

EAST TENNESSEE HEALTH CARE 4651SBILL RD
MADISONVILLE, TN 37354
(X4} 1D | SUMMARY STATEMENT OF DEFICIENGIES i o 1 PROVIDER'S PLAN OF CORRESTION o
FPREFIX {EACH DEFlCIENCY MUST BE FRECEUED BY FuULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
e AEGULATORY OR LSC IDENTIFYiIGG INFORMATION; TAG CROSS-REFERENCED TG THE APPROPRIATE DATE
' DEFICIENGY)
. l
(F 323} ’ Continued From page 19 { {F 323  beupdated on an ongoing basig ’
S9=E f HAZARDS/s UPERVISION/DEVIC ES - for interventions that have been
| il attempted without success with
' The facility myst ensure that the resident p

’ environment remains as free of accident hazards the date written to the side Of the
| asis possible; and each resident receives J

intervention attempted. Ifa
atequate Supervision and assistance devices to - od. the
Prevent aceidents, ‘ - res.traml 13' recommended,
' resident will be assessed at a
minimum of quarterly and/or as
‘ J needed to determine if the

restraint is still appropriate or if a
reduction can be attempted.

’ After the completion of an
Evaluation for the use of Side

This REQU!REMENT i8 not met ag evidenced
by: '

Based on medical record review, facility policy
review, Guiqance for Industry and Fpa (Food ang

v . - i ; re_
| 8 siderail restraint after multiple fays from the bed Rail as_sessmenl Snliona
with full side rails jn use, for one resident (441 ) of | Restraint Assessment, the
| ;wo residents reviewed, failed to ige htify the risk Maintenance Director or
or side rajl entrapment for Wo residents (#18, . . -
#80) of two residents of twenty-three residents Maintenance Assistant wil] be '
/ reviewed for siderails, fajfe to assure safety _ notified by the nurse of the least (
devices were On and properly Operating for two icti i ils needed to
reSIdents (#57, #94) two of pr residents of fen | [eSirictve ”de,ra"ls, )
residents revieweq for accidents, and fajled to [ achieve the resident’s highest

physical functioning status, The /

’ Maintenance Director or Assistant
Comp2cilty provided a Credibte Aegation o | will place the appropriate side
Compliance on March 5, 2012, A revisit

i ; si ’s bed
onducted on March 17 2012, revealed the ’ , tails m: the resident’s & |-
ive actions implemented on March 5, ' measurig each Zone using a '
' standard tape measure,
documenting his findings on the
Side Rail Log. The Maintenance |
Director demonstrated the bed

=t -'---—‘-‘-—fﬁéﬁ%&aﬁﬁprraﬁ&éf&fmﬁ:canﬂﬁms-m'a“"E"*févér]'———-— -
" citation (poten;iaf for more than minimay harm)

The findings included:

FORM CMS—EsGY{OZ@S] Previoys Verslang Obsalete

EventiD: 9Dap1n Fadllity ID; TNG2g1 If continuation sheet Page 20 of 25
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PEPARYMENT OF HEALTH AND HURAN SERVICES
CENTERS FOR MEDRICARE & MEDICAID SERVICES

EAST TN HEALTH CARE

PAGE 96/99

FRINTED: Qaf14):04;
FORM APPROVEL

|

OME NO. OQM
STATEMENT OF DEFICIENGIES ) PROVIDERISUPPLIFR O L1A (K2 MULTIPLE CONSTRUGTION {%3) DATE SURvEY
ANDPLAN OF CORREGTION IDENTIFICATION NUKERR. . COMPLETED
L e ——— _— R
445457 B S 03/12/2012
NAME OF PROVIDER (g SUPPLIER STREET ADDRESS, CITY, STATE, 2P cope
EAST TENNESSEE HEALTH o o BBILLD
HEARE MADISONVILLE, TN 37354
(X4) ID SUMMARY STATEMENT OF DEFICIENGIES 0 PROVIDER'S PLAN OF CORRECTION L e
PREFIX (EACH DEFICIENCY MuST B PRECEDED BY Fy| | PREFIX {EACH CORRECTIVE ACTION SHOULD BE [ COMPLETIGN
TAG REGULATORY OR L3¢ IDENTIFYiNG INFORMATION) I TAG CROSS-REFERENCED TO THE APPROPRIATE | oate
| | DEFICIENCY) [
1
_ Z0ne measuring process to each
{F 323) Continued From page 19 {F 323} || Charpe N = {)ir of
S9=8 | HAZARDS/SUPERVISION/DEVICES | | e viocanda retum
I . J demonstration wag performed by
The facility must ensure that the resident ( €ach charge nurse (217112 -
environment remains ag free of accident hazards | l o
as is possible; and each resident receives 3 /I/. 12), a]lowmg the murse the |
adequate supervision and assistance devices to ' ability to measure side rails in the |
| Prevent accidents. absence of the Maintenance |
| ' Director or Assistant. Ifg
' resident’s condition changes that
This REQ UIREMENT is not met as evidenced | m:sty require a change in the side
by: rall type, the nurse raust first
Based on medical record review, facility policy anew Evaluation for the |
review, Guidance for Industry and FDA (Fooqd and completf: n 1 Asseccrr t
] Drug Administration) Staff, observation, and use of Side Rai Assessmen. ;
Interview, the facility failed to rad uce or eliminate notify the physician to obtain new |
a siderail restraint after multiple falls from the bed . .
f with full side rails in use, for one resident (#41) of ordfars, then m‘flfy b !
two residents reviewed, failed to identify the risk Maintenance Director and/or
for side rajl entrapment for two residents (#18 | ssistant for placement. Side
#60) of twa residents of twenty-three residents | AA 2 ke P d each ti
reviewed for siderails, failed to assure safe | Tails will be measure “acy e
devices were on and properly Operating for two | there isa change in the side raj}
residents (#57, #94) two of two residents of tep e
residents reviewed for accide nts, and failed to tpe, q1:1al'terl.y, and. e
| Supervise to prevent falls for One resident (#55) of the Maintenance Director or
forty-three residents revieweq. Assistant.
The facility Provided a Credibje Allegation of .
Compliance on Mareh 5, 2012, A revisit (c) In-services were conducted on
.conducted on Mareh 12, 2012, revealed the 2/6/12, 217112, 21812, 2/9/12,
| go;rectwe actions implemented on March 5, 2/13/12, 2/17/12, and 2/24/12 for
012, removed the Immediate Jeoparay, - B g 1 R ——
o 'ﬁfc‘r'ﬁ:r:@'nm‘ or F=22 1o NS B3 ey ————L facility staff by the Administrator.

Citation (potential for more than minimaf harm).

| The findings ineludeg:

FORM CMSQSG?(OZ—QE) Fravigus Varsiong Obzofeta Event iD:9pap12

Facdity ID: TNE201

Maintenance Dircctor andior the
Director of Nursing regard ing but
not limited to: the co mpletion of Side

If continuation sheet Page 20 of 38
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EAST TN HEALTH CARE

24465
p4/02/2612 B8:11 42344

DEPARTMLNT OF MEay T ANG HUMAN SERVICE 5
CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT or DEF.‘CIENCIEE (X1 PRDV[DERISUPF-‘HERICLIA
AND PLAN OF CORRECTION IDENTlFrCATrDH NUMBFR:

445457

NAME OF PROVIDER oR SUPPLIER
EAST TENNESSEE HEALTH CARE

SUMMARY STATEMENT QF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR L&C IDENTIFYING INFORMATION’)

SS=E | HAZARDS/SUPERVIS!ON:’DEVJCES

’ The facility myst ensure that the resident
environment remains as free of accident hazards

’ adequate Supervision ang assistance devices to

| |

f This REQUIREMENT IS not met ag evidenced J
by:

review, Guidance for Industry and FDA (Food ang |

a siderail restraint after muitipie falls from the bed
with full side rails in use, for one resident (#41) of

forty-three residents reviewaq.

The facility Provided a Credible Allegation of
/ Compliance on March 5, 2012 A revisit
| €onducted on March 12, 2012, revealed the

Rt onmmpliam'efm-ﬁzm‘mﬁmés‘ara-"?ﬁvér
/' citation (potential for more than minimaf harm). |

! , . . ’ I3

/ The findings inciy p— r.,sk Of. entrapment assocjated with

| side rai] yse ang how to obtain bed
‘ORM CMSQES?[GZ-QQ] Pravious Versions Qbsalate Event ID:0D8D12

{F 323} Cominued. From page 19 {

(X2) MULTIPLE CONSTRUGTION
A BUILOING

STREET ADDRESS, CITY,
465'ISBILL RD

MADISDNVILLE, TN 37354

|
|
|
|

corrective actions jim plemgnted on March 5, A'L

Facliiy [0: TNG 201

FRINTED: Q371410

{X3) DATE SURVEY
COMPLETED

STATE, ZiIF cobe

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED T THe APPROPRIATE
DEFICIENCY)

FORN APR RO
B NO. 0938-03

COMPLETION
DATE

Raij Assessment and Informed |

Consent. Evaluation for the use of
Side Rails to be completed prior 1
the use of side rails. Pre-Restraint
Assessment, Physical Restrains
Assessmem {when, on whom, why,
and fow the assessient is 1o he
completed). the risk of entrapment
associated with side rail use ane! how
1o obtain bed zone measurements per
the FDA “best practice” standards,
All staff was g3 in serviced
regarding the aboye by the

Admim strator, Maintenance Director
and/or the Director of Nursing on
229112, All staff including new |
hires, contracted staff (performing ’
direct care) and staff on leave of
absence will be in serviced by the
Administmtor, Maintenance Director
and/or the Director of Nursing |
regarding but not limited to; the
completion of Side Raj] Assessment
and Tnformed Consent, Evaluation
for the yse of Side Rails to pe
completed prior 1o the use of side
1ails, Pre-Restraint Assessment,
Physical Restrajut Assessment

|

(when, on whom, why, and how the ~A——

if continuation sheet Page 2¢ of 33
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pg:11 42

B4/082/ 20912

L‘E’-'PAF:TT'\’IEJL\’T OF HEALTH AN HURMAN EER“c’l'CES

PAGE
TN HEALTH CARE

98/99

f-F:f!\'TED: 03/ 1472

—_—

_ FORM APPR(,
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-n:
EYATEMENT oF LEFICIENG Iz > PF{(_lVIDEFHSU»’DP.'JF_?R!CLM (22) ML £ CONSTRUCTIGN (%3) DATE suiRvEy
AN PLAN OF CO.‘-‘-‘HECT#ON I.’_‘JE_NTI‘FFCJ‘-.'I'[GN NMgER. CDMPLETEC
A BUILDING ,
T —— R
445457 B.wing__ 0311212012
NAME oF FPROVIDER ORr SUPPIIER STREET ADDRESS, CITY, STATE, zip ConE '
465'ISBILL Rp
EAST TENNESSEE HEALTH CARE
MADISDNVILLE, TN 37354
{X4) I J SUMMARY STATEMENT OF DEFICIENGIES f iD PROVIDER'S pLay oF CORRECTION xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED o FULL | PREFIx (EAGH CORREGTIVE ACTION $HOULD g COMELETop
TAG J RE TORY OR tg¢ IDENTIFYING fNFORMP.TIONJ TAG ! S8-REFERENCED TO THE APPROPRIATE DATE
DEFICIENG
| f |
F 323} Gontingeq From page 1 / {F323)| %ome Tieasurements per the K0 /
S5=E | HAZARDS/SUPERVISION/DEVICES best practice” standards el /
working their schedy led shift,
| The facility Mmust ensyre that the resident Another in-scrvice Was presented by |
| environmen r'emains a5 free of accident hazargs / inistra
: he Adminis tor on 3/15/12 1o
/ as Is possible and each resident receiygs ‘ e-A " I:rar di d the plan '
adequate superyigion 4Nd assistance devices to 1eVIew survey findings an P
brevent accidents. of correction,
! |
f { (d) The Director op Assistant
’ " Director of Nursing wij provide
This REQUIREMENT 'S N0t Met a5 evidanceg | ongoing education on the
bB}' : " ! Importance ang implementation
ased on medical recory review, facility policy : . -
eview, Guidance for lndtlstry and Fpa (Food and ofmtert.ft.:ntl.ons Op reve_nt fal.ls‘ J
Drug dmfnrstration) Staff, observation and The facility began working with |
interview th fe!ci!fty failed (o reduce of eliminate { Q-Source (October_, 2011Yon a
a siderajl restraint afigr multiple fajls from the pe . i : N
Wit Tull side rajjg i Use, for one resigent (#41) of restraint reduction collaborative,
WO residentg reviewed, failed to dentify the rigy that algo Provides ideas to assist /
OF side raj entrapment for two residents (#18, : : i
) of two residents of twenty-th Fee residents [ with f'ea.:lucmg falls. The '
réviewed for Siderails, fajleq 1 assure safe ’ Administrator contacted the Q-
devices Were on ang Property operatiy 9 for two Source re Tesentative who
residents (#57, #94) two o Y0 residents of ten / i D }
residents reviewey for accidents, ang failed to registered the Director of |
| Supervise to Prevent fafl_s far one residant (#55) of / Nursing, Assistant Director of ’ '
| "orty-three residents eViewed. Nursing, Activity Director and
" The facility Provided a Cregipye Allegation of MDS§ Coordinator fora Physicas
Compiiance on March 5, 2012, A revisit

f__(:qnducted on

“ oy

March 12, 2012
corr
_J20m2

« TBVealad the
ented on March 5,
@.!mme':ﬁa_tE.Jeopardy.

o P =2 ﬁ'CBhtFHD’EE“af‘a"'E"'TTTev —
’ Citation (potentia for mare than minimay harm),

|

Event ID:3D8H12

Restrains Pressure Ulcer
Regionar Collaboratiye Learning
Session on April10, 2012, On
3/5/12 the Director of Nursing
revised the FROG (Fay Reductjon

“T"

Fatility ip: TNE201

If continuatien sheet Page 2 of 3g
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DEFARTMENT OF HEALTH AND HELIMAN S2EVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

EAST

TN HEALTH CARE FAGE B3/39

FRINTED: 03/92/704:
FOR APPROWEL

ETATEMENT OF REFICIENGIES

OMB NO. 0938-035

S SR

(X1 PROVIDERIGUPPLIER/CHIA ] X2) MULTIPLE CONSTRUCTION (X3) DATIZ SURVE
AND PLAN OF CORRECTION IDENTIFICATION NLIF-J:BL[:-,R; . SRS ; COIL’.F'EFTFF{E\;;EY
& BUILMNG . - -
B. WING R
—— e RIIASE A = 9311212042
/] ——
NAME OF PROVIDER OR SPPUIER STREET ADDRESS, CITY, STATE, 217 CopE
EAST TENNESSEE HEALTH CARE 4651SBILL RO
MADISONVILLE, TN 37354
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D : PROVIDER'S PLAN OF CORREGTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY Fur| PREFIX (EACH CORRECTIVE ACTION SHOULD BE couﬁ?ﬂm
TAG REGULATORY OR tsg IDENTIFYING INFORIMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

{F 323} | Continued From page 19
S8=E HAZARDSISUPERVISION!DEVICES

The. facility must ensure that the resident
en\._arronmgnt remains as freq of accident hazards
as is possible; and each resident receives

adequate supervision and assistance devices to
Prevent accidents,

;Jl'hfs REQUIREMENT is not met as evidenced
y.

| The fapi!ity Provided a Credible Allegation of
Compliance on March 5, 2012, A revisit
Conducted on Marc_h_1g,__201_2. ]

' J corrective actipns implemented on March 5

eppament o e v EU NG Imm : Je0pardy,
— nﬂOﬁ‘COmDHBTT{:E-fDrF—_Z patcY

{F 323y Our Goal) Program to increase

‘ ; egat t TIW—-— ' —— -I.. .. . . = _..-.__...._ _.
citation (potential for more than minima;a;afm)é BI’ Activity Director). If the resident 5
l

The findings incf _ has been free from falls for 30
: gs Included: days, the resident will be removed
FORM CMS-ESE?(OE-QQ} Previous Versiong Obsoleta Event I0: 903012

|

the level of supervision of
residents identified as being at
risk by involving all facility staff,
The Director of Nursing
conducted an in-service on 3/5/12
to alett the facility staff on the
revised FROG program. In-
services were completed by

f 3/22/12 for the FROG program to
notify all staff members of the

‘ revision. This process wil] also

" be added to the orientation

program. Upon admission the

resident will be placed on the

FROG Program (a frog

f identifying marker to alert staff
members that the resident is at

/ tisk for falls) for 30 days, at the
end of the 30 day period the

' resident will be reviewed in the

] Fall Focus Committee consisting
of the Interdisciplinary Team (not
limited to: Director/Assistant
Dircctor of Nursing, MDS
Coordinator, Social Services,

Faclity 1D; TNg201 If continuation sheet Page 20 of 35
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DEPARTMENT OF g~ LTH AND HUIMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PAGE  99/99

EAST TN HEALTH CARE

FRISED: OEMarzny
FORM AFPROVEL
OMB NO. 0938-03¢-

STATEMENT OF NEFICIENCIES XK1 PRD'\-‘IDER-‘SUF’PLIEE:’CLIA
AND PILAN OF CORRECTION IDENTIFICATION NUMERR:

445457

("Z2) MULTIPLE CORNSTRUCTICON
A BUILDING

(%3} DATE SURVEY
COMFLETED

NAME OF PROVIDER OR SUPPLIER

EAST TENNESSEE HEALTH CARE

4

= - R
PN — 0311212012
STREET ADDRESS. CITY. STATE, 21p CODE
85188ILL RD

MADISONVILLE, TN 37354

(x4} 16 SUMMARY STATEMENT OF DEFIGIENGIES
PREFIX (EACH DEFICIENCY MUST BE PR ECEDED BY FULL
TAG REGULATORY OR Ls¢ IDENTIFYING INFORMATION)

0
PREFIX

TAG

(X5)
COMPLETION
DATE

| PROVIDER'S PLAN OF CORRECTION
(EACH CORREGTIVE ACTION SHOULD BF

' CROSS-REFERENGED TO THE APPROPRIATE

DEFICIENCY)

[ = |
{F 328}| Continued From pags 19
SS=EJ HAZARDSHSUPERVISION/DEVICES
,[ The facility must ensure that the resigent

as is possible; and each resident recejves
adequate supervision
| brevent accidents,

] Bésed on

residents (#57, #94) tw

|

forty-three residents reviewed

The facility provided a Credible Allegation of
Compliance on March 5, 2012, A revisit
conduicted ©n March 12, 2012, revealed the
| corrective actions implemented on March 5,
2012, removed the !_mm_egiia.tedde.qpardy.
: o'n%mplfame-fcrrF——H"l‘crmf
Citation {potential

| The findings included:

FORM CMS-255?{02-99) Pravious Versions QObsolete

environment remains as free of accident hazargs

and assistance devices to

' This REQUIREMENT is not met as evidenced
by:

medical record review, facility policy

0 of two residents of ten
residents reviewed for aceidents, ang failed to
supervise to prevent falls for one resident (#55) of

=1 ll-rgve-
for more than minimal harm).

J

Evant ID:9D8D1

{F 323

—

from the program. 1f the resident
has experienced a fal] in 30 days
of the initiation of the program,
the resident wij] continue on the
program for 30 days (the ptocess
continues until the resident hag
been free from falls for 30 days).
The findings will be documented
In the resident’s chart by a
member of the Nursing
Administration Staff and
communicated to the staff via the
Care Plan, Nurse Aide
Communication Sheet, and the 24
hour report.

4. (a) The Maintenance Director or
Assistant wi]] bring the Side Rajl
Log to the morning Quality
Assurance meeting to discuss any
findings related to side rai]
measurements, The
Administrator or Director of
Nursing wil] review the Side Rajl
Log daily (Monday-Friday} to
ensure the document is completed
as needed to reflect the resident’s
current side raij measurements for
the next 90 days; then weekly for
90 days if compliance has been
Facilty ID: TNG201

]

If continuation sheet Page 20 of 38
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HEPARTMENT OF HEALTIH ANG H
CENTERS FOR MEDICARE & MED

UMAN SERVICES
ICAID SERVICES

GE 93/99
EAST TN HEALTH CARE Ba

FROSTED: 03f12/.0
FORM APFROVT
OMB NO. 0938-034

STATEMENT OF CEFICIENCIZS (X1) PROVIDERISUPPLIERICLIA (%2) MULTIFLE CONSTRUCTION (KE)SSPLEE;JTRE}EEY
Nop IRREC FICAT] IBER: =
AN PLAN OF CORRECTION INENTIFICATION NUWBER /. BUILDING ] ) .
T R
445457 FANG 03/12/2012

NAME OF PROVIDER OR SUPPLIER

EAST TENNESSEE H EALTH CARE

STREET ADDRESS, CITY, STATE, ZIP CODE
465'1SBILL, RD

MADISONVILLE, TN 37354

The facility must ensure that the resident
environment remaing as free of accident hazards
| as is possible; and each resident receives

adequate supervision and assistance devices to
prevent accidents,

This REQUIREMENT s not met as evidenced
b

v

Supervise to prevent falls for one resident (#55) of
forty-three residents reviewed.

The facility provided a Credible Allegation of
Compliance on March 5, 2012, A revisit
conducted on March 12,2012, revealed the
corrective actiong implemented on March 5,
| J_zqi_z_i comoved the Immediate Jeopardy,
T —— ,-N_Fonm'mplia'nc-e-forF=221‘ccnﬂﬁHE's—at‘a*"E"‘réTe
citation (potential for more than minirmal harm).

The findings included:

FORM CMS-Z‘ﬁG?(DZ-QQ} Pravieus Versiong Ohsalate

*4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (XSE)
F-gRE}FIX {EATH DEFICIENGY MUST BE PRECEDED BY FuLl, PREF[x (EACH CORRECTIVE ACTION SHOULD BE COMDP.»J:‘-:ETION

TAG REGULATORY QR LSC IDENTIFYING INFORM/\TION] " TAG CROSS-REFEHENCED TGO THE APFROPRIATE

i DEFICIENGY)
"-_-_,__,_’ ¥ | !
; maintained: then randoml

{F 323} ! Continued From page 1g {F 323 . : ty

SS=E | HAZARDS/SUPERVISION/DEVICES thereafter. If at any poin

compliance is not met, the party
will resume monitoring daily
(Mouday-Friday) unti]
compliance is maintained.

(b) The Director or Assistant
Director of Nursing will review
occurrences daily (Monday-

Event ID; 508012

Friday) in the morning Quality
Assurance meeting. The Director
or Assistant Director of Nursing
will review all documents (list not
all inclusive: Evaluation for the
use of Side Rails, Pre-Restraint,
| Physical Restraint Assessment,
- Care Plans, Nurse Event Note
' Investigation, Nurse Aide
Communication Sheet, and
telephone orders) to enswre forms
are completed as needed and that
interventions have been
implemented and updated on the
resident’s care plan for the next
90 days; then weekly for 90 days
= if compliance has been
maintained: thep randomly
thereafter. I a any point

Faciity I2: TN6201 If continuation sheet Fage 20 of 38
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FRIKTED. 0a/1e2077

LEFARTMENT OF HEALTH AND HUMAN SERVICES FORI APPROVED

©. 0838-0391
CENTERS FOR MEDICARE & MEDICAID SERVICES e :1: SURVEY
STATEMENT OF DEFICIENCIES (X7) PROVIDER/SUPPLIER/CUIA (X2) MULTIPLE GONSTRUCTION ) NP E e
AND PLAN OF CORRECTION IDENTITICATION NUNBER: £ DUILDING B

o B. WING — 03/12/2012

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2I® CODE

468 ISBILL RD
EAST TENNESSEE HEALTH CARE ! MADISONVILLE, TN 37354
— I 'S PLAN OF CORRECTION (X5)
SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S P .
éé*g ;-5& | (EACH DEFICIENCY MUST BE PRECEDED gy FULL PREFIX (EACH CORRECTIVE ACTION SHO%L;JRBIETF com::;gm
TAG REGULATGRY OR LSC IDENTIEYING INFORMATION) - TAG CROSS-REFEREE}(E:EII% II:% I?}E APPR =
: compliance is not met, the party
Voo Continusd From page 19 Fea (the Director or Assistant Director
SS8=E HAZARDSISUPERVISION/DEVICES

of Nursing) will resume

| The facility must ensure that the resident monitoring daily (Monday-

| environment remains as free of accident hazards

_ ; ; : i il compliance is
as Is possible; and each resident receives .Frlday)‘ until co p-
adequate supervision and assistance davices to maintained, The Director or
prevent accidents.

Assistant Director of Nursing will
review findings related to the
audits in the quarterly QA

This REQUIREMENT is not met as evidenced Committee.
by:

Based on medical record review, facility policy
review, Guidance for Industry and FDA {Food and
Drug Administration) Staff, observation, and Completion date: 3/22/12
interview, the facility failed to redyce or eliminate
a siderail restraint after multiple falls from the bed |
with full side rails in use, for one resident (#41) of '
two residents reviewed, failed to identify the risk
for side rail entrapment for two residents (#18, | |
#60) of two residents of twenty-thrae residents
reviewed for siderails, failed to assure safety
devices were on and properly operating for two
residents (#57, #94) two of two residents of ten
residents reviewed for accidents, and failed to
| Supervise to prevent falls for one resident (#55) of
| forty-three residents reviewed.

The facility provided a Credible Allegation of .
Compliance on March 5, 2012 A revisit :

corrective actions implemented on Mareh 5,
2012, removed the Immediate Jeopardy. '

Non "%nmpriancefdrﬁzmmﬂnm—afa*f"mér o e o
| citation (potential for more than minimal harm).

The findings included: |

| |

Event ID:9DAD12 Facliity ID: TNg201

FORM CMS-2567(02-89) Previous Verslons Obsalore If cantinuation sheet Page 20 of 38
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CENTERS FOR MEDICARE & MEDICAID SERVICES
f 51 ATEMENT OF DEFICIENCIT S (%1} PROVIDER/SUPPLICR/CLIA (x2) MULTIPLE CONSTRUCTION * (X3) DATE SURE\’EY
1 AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING =
445457 BEING 03/12/2012

NAME OF PROVIDER OR SUPPLIER

EAST TENNESSEE HEALTH CARE

STREET ADDRESS, CITY, STATE, ZIF CODE
465 ISBILL. RD
MADISONVILLE, TN 37354

(X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC {DENTIFYING INFORMATION)

PROVIDER'S PLAN OF CORRECTION

b
(EAGH CORRECTIVE ACTION SHOULD BE

PREFIX

TAG
DEFICIENGY)

GROSS-REFERENGED TO THE APPROPRIATE

s
COMPLETION
DATE

{F 323}

{F 371)
88=F

Continued From page 20

Validation of the Credible Allegation of
Compliance was accomplished through medical
record review, review of facility policy,
observation, and interview with the nurses,
nursing assistants, and administrative staff. The
facility provided evidence of conducting side rail
and fall risk assessments for alf residents, with
removat of side rails when indicated, and
evidence bed zone measurements were cbtained
to reduce or eliminate entrapment risk. The
facility provided evidence of in-setvice for all staff
and random audits to ensure compliance.

The facility will remain out of compliance at a "E"
fevel until it provides an acceptable plan of
correction to Include continued monitoring to
ensure the deficlent practice does not recur and
the facllity's correctivea measure could bs
reviewed and avaluated by the Quality Assurance
Committes.

483,356(f) FOOD PROCURE,
STORE/PREPARE/SERVE - SANITARY

The facility must -

(1) Procure food from sources approved or
considered satisfactory by Federal, State or local
autharities; and

(2) Store, prepare, distribute and serve food
under sanitary conditions

{F 323}

F3Nn

{F 371)
483.35(i) Food Procure

Store/Prepare/Serve-Sanitary
85=F
Requirement;

The facility must: (1) Procure food
from sources approved or considered
satisfactory by Federal, State o local

This REQUIREMENT is not met as evidenced
by: '
Based on observation and interview, the facility

authorities; and (2) store, prepare,
distribute and serve food under
sanitary conditions.

FORM CMS-2567(02-89) Pravious Versions Obsolets

Event ID: 808012

Facllity 1D: TN6201

It continualion sheet Page 21 of 3
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PRINTED: C3/14/2012
FORM APPROVED
OMB NO. 0938-0391

- DEFIGIENCIE PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
iLngiNgFogongggg%ﬂrs %) IDERTIFIGATION NUWBER: A, BUILDING COMPLETED
445457 B, WING 03/12/2012
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS. CITY, STATE, ZIP CODE
465 1SBILL RD
I SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN QF CORRECTION 0
(%4} ID CH GORRECTIVE ACTION SHOULD BE GOMPLE
P#ﬁg’( R‘Eéﬁ*éﬁ'ifé‘?%“;%'e“féé?ﬁﬁﬁﬁgfﬁfé’am%hy ' P?EEK cmﬁgs-aepeaewceu TO THE APPROPRIATE DATE
DEFICIENCY)
" Corrective Action Plan:

{F 371} | Continued From page 21 {F 371} . _ )
failed to maintain safe food temperatures in the 1. Beverages are now being
dietary department.  prepared and served at safe

temperatures.

The findings included: , Kp
Observation and interview on February 7, 2012, 2. The Food Service Supervisor tested
at 12:01 p.m., with the Regional Dietary Manager, . the temperature of milk pfoducts
in the dietary department, revealed three metal * during beverage preparation on
food carts with food trays containing eleven eight 1/15/12 & 3/19/12 with temperatures
ounce glasses of milk. The temperature of one remaining in correct range.
labeled "skim" was fifty degrees and one glass
labeled "N" (nectar thick) was fifty three degrees. . staff was in-serviced on
Interview at this time with the Regional Dietary 3. Jhetary fs DBIE e
Manager confirmed the safe temperature is forty -~ 2/7/12 and 3/15, by the
one degrees or lower and the milk was at an : Service Supervisor on the
unsafe temperature and available for resident . appropriatc temperature for beverage
e products,
Observation and interview on February 7, 2012, 3 ‘
at 12:06 p.m., in the Dining Room, with the 4. The Food Service Supervisor or
Regional Dietary Manager, revealed a metal cart designee will perform random audits
with two plastic pitchers of milk, the first pitcher ing meals of prepared beverages
was one half full at forty eight degrees, and the Goring meals Of D9 gy
second pitcher was one fourth full at forty seven to ensure appropnatf: temperatures
degrees. Interview at this time with the Regional are maintained for six (6) weeks.
2i¢;_~t:;:ti;ry Man:ger conﬁnlned the Sag? ter:?Eeralurri Findings will be discussed in the
is forty one degrees or lower and the milk was : :
an unsafe temperature and was currently being morning QA taeeting.
served to the residents. :

{F 406} | 483.45(a) PROVIDE/OBTAIN SPECIALIZED . {F 406} Completion date: 32212

ss=0 | REHAB SERVICES
If specialized rehabilitative services such as, but
not limited ta, physical therapy, speech-language
—Tpathology, occupational therapy, and méntal
health rehabilitative services for mental iliness
and mental retardation, are required in the
resident's comprehensive plan of care, the facility
- FORM CMS-2567(02-09) Previous Verslons Obsolete Event ID; BDBD12 Facility 1D: TNG201 If continuation sheet Page 22 of 3t
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FORM APPROVILD
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This REQUIREMENT is not met as evidenced
by:

Based on medical record review, observation,
and interview, the facility failed to provide timely
speech therapy services for one (#38) of
forty-three residents reviewed.

The findings included:

Resident #38 was admiited to the facility on
January 10, 2012, with diagnoses including
History of Stroke with Right Leg Weakness,
Multiple Sclerosis, End Stage Dementia,
Hypertension, History of Anxiety, and History of
Depression, '

Medical record review of the Physician's
Admission Orders dated January 10, 2012,
revealed the resident was to receive a
Regular/Puree diet.

Medical record review of a physician's order
dated February 1, 2012, revealed "Speech eval
{evaluation) for diet upgrade."

Medical record review of the Plan of Treatment
for Outpatient Rehabllitation dated February 5,
2012, revealed "...Pt (patient) will tolerate LRD

STATEMENT OF DEFICIENCIES {%1) PROVIDERISURRLERICLIA {X2) MULTPLE CONSTRUCTION (X3 gﬁ,ﬂi féJTREVrEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING
i 3 R
445457 PRIt 0311212012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
465 ISBILL RD
EAST TENNESSEE HEALTH CARE MADISONVILLE, TN 37354
SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S FLAN OF GORRECTION xS}
Sé“ééﬁ (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH mgggﬁggrg #S?ﬁé" fggggﬂ ?;-:TE com;gnou
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REF HED 10 7
{F 406} | Continued From page 22 {F 406} , F406
must provide the required services; or obtain the ,
required services from an outside resource (in 483.45 (a) Provide/Obtain
accordance with §483.75(h) of this part) from a Specialized Rehab Services
provider of specialized rehabilitative services.
88=D

| Requirement:

- {leastrestrictive-dietywith-upgrade-triaf-withr SLP
(Speech Language Pathologist) without overt s/s
(signs/symptoms) aspiration & intake 50%+
{plus)..."

If specialized rehabilitative services
such as, but not limited to, physical
 therapy. speech-language pathology,
. occupational therapy, and mental
health rehabilitative services for
mental illness and mental retardation,
are required in the resident’s
comprehensive plan of care, the
facility must provide the required
services, or obtain the required
services from an outside resource
from a provider of specialized
rehabilitative services.

Corrective Action Plan:

1. The Speech Language Pathologist
evaluated Resident #38 on 2/5/12
and the resident is currently
receiving diet as ordered. T

FORM CMS-2867(02-99) Pravious Verslons Obsolete Event ID:9D8D12

Facliity ID; TNG201

If continuation sheet Page 23 of 38
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PRINTED. 2am14/90
FORM AFPROVE

"

STATEMENT OF DEFICIENGIES 1) PROVIDER/SUPELIERICLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMEBER;

QMB NO. 0938-03¢

(X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY

must provide the required services; or obtain the
required services fram an outside resoyree {in
accordance with §483.75(h) of this part) from a
provider of specialized rehabilitative services,

This REQUIREMENT is not met as evidenced
by:

Based on Medical record review, observation,
and interview, the facility failed to provide timely
Speech therapy setvices for one (#38) of
forty-three residents reviewed,

The findings included:

Resident #38 was admiited to the facility on
January 10, 201 2, with diagnoses including
History of Stroke with Right Leg Weakness,
Muitiple Sclerosis, End Stage Dementia,

Hypertension, History of Anxiety, and History of
Depression, .

dated February 1, 2012, ravealed "Speech eval
(evaluatic:n} for diet upgrade.”

Medical record review of the Plan of Treatrment
for Outpatient Rehabilitation dated February 5,
2012, revealed "..Pt (patient) will tolerate LRD
ieast-festricﬁveﬂieﬂwiﬁrupgradﬂﬁaTWﬁ(h-Sl:P
(Speech Language Pathoiogist) without overt s/s

(signs!symptoms) aspiration & intake 50%+
(plus)..."

COMPLETED
A, BUILDING
) R
445457 R 0371212012
NAME OF PROVIDER QR SUPPLIER STREET ADDRESS, CITY. STATE, 2iP CODE
465ISBILLRD .

EAST TENNESSEE HEALTH CARE MADISONVTLLE, TN 37254

D SUMMARY STATEMENT OF DEFICIENCIES e PROVIDER'S PLAN OF CORRECTION (xX5)

p‘-ﬁ‘é}nx (EACH DEFICIENCY MUST B PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE coh&LTEErmw
TAG REGULATORY OR Ls¢ IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

{F 406} Continued From page 22 {F 406}

* 2. The Speech Pathologist auditeq
. telephone orders on 3/9/]2 to

| determine if other residents were

l affected with no other issues noted,

|[ 3. The therapy department was in-
| serviced on 2/29/12 by the

| Administrator and on 3/9/12 by the
‘Regijonal Rehab Manager on the

| processing therapy referrals.

4. The Program Manager or
designee will conduct random audits
of two (2) patients per week for six
(6) weeks to ensure compliance is
maintained. Findings wil] pe
discussed in the mormning QA
meeting,

Completion date 3722112

‘ORM CMS-2567(02-99) Preyioys Versions Obsolota Evont ID; 98072

Facllity ID: TNB204 If continuation sheet Page 230f3g
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PRINTC .. 05794000,

DEPARTMENT OF HEALTIM AND HUMAN SERVICES FORM APFROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDE(:URPALIER/CLIA {X2) ML TIPLE CONSTRUCTION * (X3) DATE SU%VEY
AND PLAN OF CORRECTION {DEMYIF (CAT 10N NUMBER & e POMELEIER
, BUIL R
445457 EYG : 03112/2012
NANME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE
NNESSEE HEALTH CARE RN
EAST TE MADISONVILLE, TN 37354
Y STATEMENT OF DEFI CIES ) PROVIDER'S PLAN OF CORRECTION X5
Lol (EACH DEFIGIENCY NUST BE PREGEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE -
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE
: DEFICIENCY)
{F 408} | Continued From page 23 {F 406}
Medical record review of a physician's order
dated February 10, 2012, revealed the diet
texture was changed to dysphagia (difficult
chewing) ground.
Observation on February 13, 2012, at 12:40 p.m.,
revealed the SLP feeding the resident a
dysphagia mechanical diet, of chicken with gravy,
potatoes, vegetables, biscuit, and prune cake.
Interview on February 13, 2012, at 12:55 p.m.,
with the SLP, in the small dining room, revealed
orders for speech evaluations were to be
completed within forty-eight hours, and confimed
the delay in completing the speech evaluation
ordered on February 1, 2012, untit February 5,
2012,
{F 431} | 483.60(b), (d), (¢) DRUG RECORDS, {F 431}
SS=E | LABEL/STORE DRUGS & BIOLOGICALS F431
The facility must employ of obtain the services of | -
a licensed pharmacist who establishes a system 483.60 (b), (d), (¢) Drug .Records,
of records of receipt and disposition of all Labels/Store Drugs & Biological
controlled drugs in sufficient detail to enable an
accurate reconciliation; and determines that drug 8S=E
records are in order and that an account of all
gg{;r{g!ﬁec; ldrugs is maintained and periodically Requirement:
Drugs and biologicals used in the facility must be The facility must employ or obtain
Iabt;zied in a?cordanoe with currently accepted the services of a licensed pharmacist
professional principles, and include the ' Jish ste cords
appropriate accessory and cautionary who established 2.8y o ofxe
- ~—Hinstructions;and-he-expiratiom date-wher of receipt and disposition of all I
applicable. . controlled drugs in sufficient detail
' ! " ) to enable an accurate reconciliation; |
n accordance with State and Federal laws, the and determines that drug records are ,

FORM CMS-2567(02-99) Previous Verslons Obaglets Event 1D:9D8D12 Faciiity [D: TNE201 If continuation sheet Page 24 of 38
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IDENTE ICATION NURMDER,

(*2) MULTIPLE CONSTRUCTION

PAGE 99/39

e

facility must store all drugs and biologicals in
locked compartments under proper temperature
controls, and perrnit only authorized personnel to
have access to the keys.

The facility must provide separately locked,
permanently affixed compartments for storage of
controlled drugs listed in Schedule Il of the
Comprehensive Drug Abuse Prevention and
Control Act of 1976 and other drugs subject to
abuse, except when the facility uses single unit
package drug distribution systems in which the
quantity stored is minimal and a missing dose can
be readily detected.

g’his REQUIREMENT is not met as evidenced
y:

Based on observation, review of facility policy,
and interview, the facility failed to ensure
narcotics were reconciled and failed to ensure
expired medications were discarded in one of one
medication room and two of three medication
carts.

The findings included:

Observation on February 16, 2012, at 12:45 p.m.
of the medication room with Licensed Practical
Nurse (LPN)#8 revealed the following: 1 box of
4 patches of Scopolamine 15mg (milligrams) with
3 patches left and taped to the cabinet door
without a resident label on the box, and one 10 ml

{r nilliliter}-buﬁleﬁomﬁn-R'ingnﬁrrupengdmd_-.. —
dated 12/22/11 in the refridgerator.

| Interview with LPN #8, on February 16, 2012, at

A. EUILDING
445457 8. WING
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CQDE
HEALTH CARE 465 1SBILL RD

EAST TENNESSEE MADISONVILLE, TN 37354

X4y 1D SUMMARY STATEMENT OF DEFIGIENCIES ls] ! PROVIDER'S PLAN OF CORRECTION

PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOLILD B

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATA
DEFICIENCY)
{F 431} | Continued From page 24 {F 431) | in order and that an account of all

i controlled drugs is maintained and
periodically reconciled.

. Drugs and biological used.in the

‘ facility must be labeled in

| accordance with currently accepted
1 professional principles, and include
| the appropriate accessory and

. cautionary instructions, and the
expiration date when applicable.

Corrective Action Plan:

1. (a) The Scopolamine patches,
Lantus insulin and Novolin R insulin
was disposed of following facility
policy on 2/16/12 by the Director of
Nursing,

(b) Narcotic control sheets were
reviewed and reconciled as needed
on 2/16/12 to show current count by
the Director of Nursing.

2, All residents receiving a controlled
substance have the potential to be
affected. No other residents had

FORM'GMS—ZSBT(D?-{BQ) Previous Verslons Obsaleta

Event ID:6D8D12

Facility 1D; TNG201

If continuation sheet Page 25 of 38
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FORM APPROVED

DEPAKTMENT OF HEALTH AND HURAN SERVIGES
OMB NO. 0938-0381

CENTERS FOR MEDICARE & MEDICAID SERVICES
| sTATEMENT OF DEFICIENCIES (X1) PROVIOERISUPPLILRICLIA (¥ MULTIPLE CONSTRUETION (X3 DATE SURVEY
ANWD PLAN OF CORRECTION IDENT W ICATION MUMBLER: COMPLETED
A. BUILDING o
445457 Lol 03/12/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
465 ISBILL RD
EAST TENNESSEE HEALTH CARE MADISONVILLE, TN 37354
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES o} PROVIDER'S PLAN OF CORRECTION {XE) )
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMFLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE E
DEFIGIENGCY)
F 431 ] ) '
¢ 3| Oonkinued From page 25 (A natcotic sheets that were not

12:45 p.m., in the medication room, confirmed the
insulin had expired. Interview .on February 16,
2012, at 12:45 p.m., with the Director of Nursing,
in the medication room, confirmed the

' reconciled.

3. Licensed nurses were in-serviced

Scopolamine patches were not fo be taped fo the on 2/17/12, 2/29/12, and 3/15/12 by
cabinet door. : ! the Director of Nursing on the
Observation on February 16, 2012, of medication procedure for medication storage,
cart #1 at 1:00 pm with LPN #8 revealed one 10 expiration dates, and reconciliation
i bottle of Lantus insulin with approximately 4 ml of controlled drug sheets.

L

left available for resident use opened and dated
1/12/12. Interview with LPN #8 at this time !

confirmed the insuin had expired. . 4. The Assistant Director of Nursing

or designee will perform random

Observation on February 16, 2012, at 1:20 p.m. audits of the medication carts,

of medication cart #3 with LPN #7 revealed one P 1led

10ml bottle Lantus insulin dated as opened on g eleeen mmf’ and coml.-o

1/3/12 with approx 1/3 left, . Interview at this time sheets for compliance for six (6)

with LPN #7 confirmed the insulin had expired. weeks. Findings will be reported in
the morning QA meeting.

Review of facility policy, Medications, revealed
"...Routine checks must be accomplished to i
ensure that expired medications are discarded..." Completion:date: JX12
Review of the Controlled Drug
Receipt/Record/Disposition Form dated
December 3, 2011 through January 3, 2012,
revealed, “...Morphine Sulfate-20mg/ml-conc
(concentrate)...(0.25ml) po/s! (sublingual) every
four hours as needed..." Further review revealed
no reconciliation of the Morphine Sulfate from
December 3, 2011, through January 3, 2012,

Review of the Controlled Drug

Receipt/Record/Dispusitionform dated January4; C——
2012, through January 30, 2012, revealed,
"...Momphine Sulfate-20mg/mi-conc 0.5 ml pofs!
every six hours..." Further review revealed no

FORM CMS-2567(02-88) Previous Versions Obsolate ‘ Event ID:9DBD12 Facllity ID: TN6201 if continuation sheet Page 26 of 38
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FORM APPROVED
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1) PROVIDERISUPBLIER/CLIA

{%2) MULTIPLE CONSTRUCTION

(X3) DATE SURVEY

STATEMENT QF DEFICIENCIES : i COMPLETED
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A BUILDING R
445457 B-iiG 03/12/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
465 ISBILL RD
EAST TENNESSEE HEALTH CARE MADISONVILLE, TN 37354
064) 1D SUMMARY STATEMENT OF DEFICIENCIES (o] PROVIDER'S PLAN OF CORRECTION & 135)110”
DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE OMPLE

P R(EAG?J:.‘ATORY OR LSC IDENTIFYING INFORMATION) TAG GRDSS—REFEREISCH:E]?: ] ;1*15 APPROPRIATE il

{F 431} | Continued From page 26 {F 431}
reconciliation of the Morphine Sulfate from
January 4, 2012 through January 30, 2012,
Review of the policy, Controlled Drug
Accountability Procedure, revealed "...The count
of each controlled substance must be audited
every shift by the nurse coming on duty and the
nurse going off duty. Both nurses must sign the
Narcotic Control Record..."
Interview on February 17, 2012, at 12:20 p.m., by
phone with the pharmacy consultant, confirmed
the doses remaining must be entered to verify the
correct narcotic count at the end of the shift,

{F 441} { 483.65 INFECTION CONTROL, PREVENT {F 441} ¥441

§s8=F | SPREAD, LINENS
The facility must establish and méintain an 483.65 I“fmnn Control, Prevent
Infection Control Program designed to provide a Spread, Linens
safe, sanitary and comfortable environment and
to help prevent the development and transmission S5=F
of disease and infection.
" - 3 -
(a) Infection Control Program Regquirement:
The facility must establish an Infection Control - .
Program tgnder which it - The facility must establish and
(1) Investigates, controls, and prevents infections maintain an Infection Control
in the facility, Program designed i
AGtlily, - gned to provide a safe,

(2) Decides what procedures, such as isolation, sanitary and comfortable

should_be_applied fo an individual resident, and
(3) Maintains a record of incidents and corrective
actions related to infections.

environment and to help prevent the
development and transmission of

/6%

(b) Preventing Spread of Infection figese eniinfoction,
{1y Wherrthe inrsotist - Corm
determines that a resident needs isolation to
prevent the spread of infection, the facility must
isolate the resident,
FORM CMS-2567(02-99) Previous Versions Obsoleta Event ID:908D12 Facility 1D: TN6201 If continuation sheet Page 27 of 38
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"Corrective Action Plan:
{F 441} | Continued From page 27 {F 441} ;
(2) The facliity must prohibit employees with a 1. (a) Pill cutters were replaced and
communicable disease or infected skin lesions the pill crushers were cleaned on
from direct contact with residents or their food, if each of the three (3) med carts on
direct contact will transmit the disease, 2/8/12 by the Direstor of Nursin
(3) The facility must require staff to wash their by the Director ot Nursing.
hands after each direct resident contact for which
hand washing is indicated by accepted (b) Resident #111°s foot bandage
professional practice. was appropriately covered on
(c) Linens ) 2/15/12 by the Director of Nursing.
Personnel must handle, store, process and e ;
transport linens so as to prevent the spread of 2. (a.) The facility has determined that
infection. ' all residents have the potential to be
affected. (b) No other residents were
noted with exposed uncovered
: s . dressings.
This REQUIREMENT is not met as evidenced =
Based on observation and interview the facility 3. Liceased nutses were in-sefviced
failed to maintain sanitary pill cutters/crushers on on 2/17/12, 2/29/12, and 3/15/12 by
;h rleg ct)f three medication carts, and the facility the Director of Nursing on the
ailed to ensure infection control measures were i t
maintained in common areas to prevent the peowccol for' Muscdon Comirol. 1o
spread of infection and prevent potential include but not limited to: clea.n.mg
contamination of a wound for one resident (#111) of equipment and appropriate
of one random observation. covering of wounds to prevent the
The findings included:  spread ofnfeotion.
Observation of medication cart #1, on February 4. The Assistant Director of Nursing
'8, 2012, at 8:47 a.m., on the 200 hallway, or designee will conduct random
revealed two pill cutters and the Silent Night pil rounds to ensure Infection Control
crusher with debris (pill peices from previous 1 li : intained
mec_lication preparations) and not maintained in Pmtczco L. e . 15- mai .me
-sanitary-condition-for-medication-administration: for six (6) weeks. Findings will be___|
Interview with Licensed Practical Nurse (LPN) #7 reported in the morning QA meeting.
at the tithe of the observation confirmed the pill '
cutters and pill crusher were unsanitary. Completion date: 3/22/12
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{F 441} | Continued From page 28 {F 441}

Observation of medication cart #2 on February 8,
2012, at 9:50 a.m, in front of the Nurse's Station,
revealed the Silent Night pill crusher had blood
splattered on the side and was not maintained in
sanitary condition for medication administration.
Interview with LPN #5, at the time of the
observation, confirmed the pill crusher was
unsanitary.

Observation of medication cart #3, on February 8,
2012, at 9:53 a.m., in front of the Nurse's Station,
revealed the Silent Night pill crusher had ensure
(liquid oral supplement) and other debris on it and
was not maintained in sanitary condition for
medication administration. Interview with LPN #6
at the time of the observation, confirmed the pill
crusher was unsanitary.

Observation on February 15, 2012, at 4:25 p.m,
revealed resident #111 sitting in a wheelchair
near the nurse's station with other residents.
Observation revealed the resident had a
bandaged left foot resting on the tile floor with no
protective footwear in place.

Interview with the Director of Nursing (DON), at
the nurse's station, at the time of the observation,
confirmed the resident's dressing/bandage should
be covered by some type of protective footwear
and not resting on the floor uncovered.

{F 490} { 483.75 EFFECTIVE {F 490}
—SS=ETADMINISTRATION/RESIDENT WELL=BEING

| A facility must be administered in 2 manner that
enables it to use its resources effectively and
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o | SUMMARY STATEMENT OF DEFIGIENGIES 0 PROVIDER'S PLAN OF CORRECTION Gy
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE: ACTION SHOULD BE e
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE TE
DEFICIENGY)
{F 490} | Continued From page 29 {F490})) pa0p
efficiently to attain or maintain the highest ;
practicable physical, mental, and psychosocial ! 483.75 Effective
well-bei f i i ’
Sl-being of each resident | Administration/Resident Well-
! Being
This REQUIREMENT is not met as evidenced !
by: . SS=E
Based on medical record review, facility policy
review, review of training seminar information, Requi t:
review of Guidance for Industry and FDA (Federal Sl
Drug Administraﬁcn} staff, dated 2006, . .
observation, and interview, the facility failed to e A facility must be administered in a
administered in a manner to ensure seven manner that enables it to use its
residents (#41, #60, #18, #35, #94, #57, #83) et efficientl
were pravided a safe-enviornment of fourty-three resourf:es effec-hveily el p ¥
residents reviewed, The facility's failure to to attamn or maintain the highest
Provide a system to assess for the use of practicable physical, mental, and
siderails, to reduce or eliminate full siderails to psychosocial well-being of each
prevent falls and to reduce the risk of entrapment ident
placed residents #41, #50, and #18 and any resicent.
resident who used full side rails, in Immediate
Jeopardy. Corrective Action Plan:
ghe fa;cility provided a Credible Allegation of 1. As of 3/5/12, the facility is
ompliance on March 5,2012. A revisit idi envi
conducted on March 12, 2012, revealed the providing a safe cmnron-m ent
corrective actions implemented on March 5, through the comprehensive
2012, removed the Immediate Jeopardy. assegsment of each resident to meet
ggqrgr?mplgn;elf?r F-221 continues at a "E" jeve| the resident’s needs and maintaining
1 ini «
(potential for more than minimal harm). their optimal physical, mental and
The findings included: psychosocial well being.
__Va_I_f_d_ait_iq_rJ Of the Credible Allegation.of - - (a) Upon review of the Fall Risk
Comp taneewas—aeeampIished—{hrﬂugh—medic*' : leted b e
record review, review of facility policy, - Ass?ssmcnt 946 2.comp ed 4
observation, and interview with the nurses, the licensed aurse the systematic
nUrsing assistants, and administrative staff, The review of risk factors indicated a risk
FORM GMS-ZEE?(OZ-BQ) Previaus Versions Obsolete = .
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-Compliance-was-accom plished-through-medicat

efficiently to attain or maintain the highest
practicable physical, mental, and psychosocial
well-being of each resident.

This REQUIREMENT is not met as evidenced
by:

Based on medical record review, facility policy
review, review of training seminar information,
review of Guidance for Industry and FDA (Federal
Drug Administration) staff, dated 2008,
observation, and interview, the facility faited to be
administered in a manner to ensure seven
residents (#41, #60, #18, #55, #04, #57, #83)
were provided a safe enviornment of fourty-three
residents reviewed. The facility's failure to
provide a system to assess for the use of
siderails, to reduce or eliminate full siderails to
prevent falls and to reduce the risk of entrapment
placed residents #41, #60, and #18 and any
resident who used full side rails, in Immediate
Jeopardy.

The facility provided a Credible Allegation of
Compliance on March 3, 2012, A revisit
conducted on March 12, 2012, revealed the
corrective actions implemented on March §,
2012, removed the Immediate Jeopardy.
Non—compliance for F-221 continues at a "g" level
citation (potential for more than minimal harm).

The findings included:

Validation of the Credible Allegation of

. the charge nurse and the Director of

record review, review of facility policy,
obsgrvation, and interview with the nurses,
nursing assistants, and administrative staff. The

X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION [£45)
IE'RFBFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CUM;’;%TUN
TAG REGULATORY CR LSC IDENTIFYING INFORMHHON] TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
{F 490} Continued From page 29 F490H  soore of 24 (high risk) for resident

#41. Based on the risk factors from
his Fall Risk Assessment it was
determined that he was not a
candidate for the use of side rails due
to impaired judgment, incontinence,
and history of falls from his bed.

The side rails were removed on
2/6/12 by the Maintenance Director.
The nursing administration staff
communicated changes made to the
resident’s plan of care (removal of
side rails and low bed with one mat)
to the direct caregivers on the Nurse
Aide Communication Worksheet and
the Care plans on 2/6/12. On 2/17/12
a telephone order was obtained by

Nursing to discontinue the resident’s
bed and chair alanm and use a sensor
pressure pad for his bed and chair.
The resident rermains on a low bed
with one mat at bedside after
receiving a telephone order from the
physician on 2/23/12+ The resident’s
care plan was updated on 2/24/]2 by
the Interim MDS Coordinator to
reflect the current orders and
interventions (other interventions:
involve in activities, slip resistant
footweat, may place in the sight of

FORM CMS-2667(02.99) Pravious Varsions Obsalete
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{F 490} | Continued From page 29

efficiently to attain or maintain the highest
practicable physical, mental, and psychosogial
well-being of each resident,

g’his REQUIREMENT is not met as evidenced

¥

Based on medical record review, facility policy
review, review of training seminar information,
review of Guidance for Industry and FDA {Federal
. Drug Administration) staff, dated 2008,
observation, and interview, the facility failed to be
administered in 2 manner to ensure seven
residents (#41, #60, #18, #55, #04, #57, #83)
were provided a safe enviornment of fourty-three
residents reviewed. The facility's failure to
Provide a system to assess for the use of
siderails, to reduceror efiminate full siderails to
prevent falls and to reduce the risk of entrapment
pla?ed residents #41, #60, and #18 and any
resident who used full side rails, in Immediate
Jeopardy.

The facility provided a Credible Allegation of
Compliance on March 5§, 2012. A revisit
conducted on March 12, 2012, revealed the
corrective actions implemented on March 5,
2012, removed the Immediate Jeopardy.
N_onfcompliance for F-221 continues at a "E" [eve|
citation (potential for more than minima! harm).

The findings included:

Validation of the Credible Allegation of

{F 490} staff when awake, rest periods as
needed, family at bedside sessions

. throughout the day, get patient up

. when trying to get out of bed, offer

 snacks, attempt to keep resident dry

 or clean immediately after

' incontinent episode). The care plan

- was audited by the Nursing
Administration Staff (Director of
Nursing, Staffing Coordinator,
and MDS Coordinator) to ensure
that the plan of care had been
updated to reflect the resident’s
current status on 2/24/12. Resident
was hospitalized from 2/24/12 to
3/2/12, returning with a change in
medical status. The Fall Risk
Assessment updated on 3/5/12 by the
Director of Nursing reflects that
resident no longer attempts to self
transfer, requiring assistance of 2 for
transfers. The resident no longer
requires constant supervision for the
prevention of falls. He is on the
FROG Program that provides closer
observation from various staff

members. Resident was transferred

‘‘‘‘‘ -——m~Gempliane&was—eecomplishedihrough-medicaa
record review, review of facility policy,
_obse:rvetion, and interview with the nurses,
nursing assistants, and administrative staff. The

after visit by attending physician.
MDS Coordinatér completed a

to the hospital again on 3/9/12  ~——F———

FORM CMS-2567(02-89) Previous Verslons Obsolete Event ID:9DE012

Facility ID: TN8201 If continuation sheet Page 30038

)




84/82/2012 B8:11 4234424465

EAST TN HEALTH CARE PAGE 93/39

FRINTLD Oan 40204

DLFARTMLINT OF e/l 15 ARG HUMAL SURVIGL & FORM APPROVEL
CENTERS FOR MEDICARE & MEDICAID SERVICES OME NO. 0838-0394
STATEMENT OF DEFICIENCIES (1) PROVIIN 3SUPPLIERICLIA, {X2) MULTIPLE CONSTRUCTION {X2) DATE SURVEY
AND FLAN OF CORRECTION IDENTI-ICATION NUMBER: COMPLETED
A, BUILDING :
R
445457 SERIES 03/12i2012
NAME OF PROVIDER OR SUPPLIER STREET ARDRESS, CITY, STATE, ZIP CODE
465 1SBILL RD
EAST TENNESSEE HE
# ALTH CARE MADISONVILLE, TN 37354
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN QF CORRECTION (X5)
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)
{F 490} | Continued From page 29 {F 490} | discharge assessment on 3/9/12.
efficiently to attain or maintain the highest Resi i
: I . s readmitted on
practicable physical, mental, and psychosocial _Rcsndcnt ‘?a sy
well-being of each resident, 3/15112 with admitting Charge
‘Nurse completing Fall Risk
This REQUIREMENT is not met s evidenced Assessment and Evaluation for
%’3 the Use of Side Rails with the
ased on medical record review, facility policy i be that side
review, review of training seminar information, .refmmmcndatlfm To s
review of Guidance for Industry and FDA (Federal rails were not indicated at that
Dtr)ug Administration) staff, dated 2008, 'time. Resident’s care plan was
observation, and interview, the facility failed to be i
adrpinistered in @ manner to ensure seven ‘updated on 3/21/12 witha
residents (#41, #60, #18, #55, #94, #57, #83) significant change assessment.
were provided a safe enviomment of fourty-three ident? is updated
residents reviewed. The facility's failure to Femicents care plamiyupd
provide a system to assess for the use of per MDS and/or Charge Nurse on
snderaultsé tl? reduce or eliminate full siderails to * 'ongoing bases and as needed with
prevent falls and to reduce the risk of entrapment i i
plaged residents #41, #8560, and #18 and any S e orders, iterventions; or
resident who used full side rails, in Immediate changes.
Jeopardy.
sty : . Resident #18 The side rails that
The facility provided a Credible Allegation of ® : i
Compliance on March 5, 2012. A revisit were in place during the survey were
conducted on March 12, 2012, revealed the immediately changed to full anti-
gg{{rzechve acéigns iTpIemented on March 5, entrapment rails on 2/6/12 by the
» remaved the Immediate Jeopardy, i i ivi
Non:compliance for F-221 continues at 2 "E" level Mamtffn?m,e Director after receiving
citation (potential for more than minimal harm). a physician’s order. The :
. measurements for the bed zones were
The findings included: obtained by the Maintenance i!
Valida{ion of the Credible Allegation of Piracoton 2;6{]2 UeEga tandacd
Gomplianee-was-accomplished-thraugh-medical tape measure with measurements. | |
rioorcl rr;wew, review of facility policy, The Staffing Coordinator wrote a |
observation, and interview with the nurses narrative note in the nurses notes on
nursing assistants, and administrati : - : -
- and administrative staff. The 2/6/12 describing the resident with
FORM CMS-2567(02-99) Previous Versions Obsolets Event ID: SDED12 Facility ID; TN6201 If continuation sheet Page 30 of 38
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{F 490} | Continued From page 29 {F 490} | timited fonctional status using the
efficiently to attain or maintain the highest side rails as a restraint. A Physical
practicable Physical, mental, ang psychosocial ; o
well-being of each resident, | Res t Assessment .was L{pdated on
2/6/12 for the use of side rails. A
’ _ _ Side Rail Assessment and Informed
g;'S REQUIREMENT is not met as evidenced ~ Consent was signed by the family on
Based on medical record review, facility policy 2/13/ 1?' On 2/20/12 the MDS .
réview, review of training seminar information, Coordinator completed an Evaluation
review of Guidance for Industry and FDA {Federal for use of Side Rails with a reduction
Drug Administration) staff, dated 2006, i ¥ ils from full (anti-
observation, and interview, the facility failed to be in side rails 1‘ fu' (a:;m i
administered in 2 manner to ensure seven entrapment) to ¥ rails, th phys’_""m
residents (#41, #60, #18, #55, #94, #57, #83) was notified and order was obtained
were provided a safe enviornment of fourty-three * for % rails. The measurements for the
residents reviewed. The facility's failure to bed re obtained by the
provide a system to assess for the use of & i 1
siderails, to reduce or eliminate full siderails to + Maintepance Director on 2/20/12,
prevent falls and to reduce the risk of entraprqgnt On 2/23/12 the resident was
placed residents #41, #60, and #18 and any in for side rail
resident who used full side rails, in Immedige =valuated pgain
Jeopardy. reduction by the Staffing
Coordinator, the resident’s side rails
ghe facility provided a Credible Allegation of was eliminated and the resident was
ompliance on March 5, 2012. A revisit i ts. The
conducted on March 12,2012, revegled the P Iace_d. ona Iow. pedsilh
carrective actions implemented on March 5, Physical Restraint Assessment was
2012, removed the Immediate Jeopardy, - completed on 2/28/12 by the Staffing
rwior:;complianqe for F-221 contfnqes ata "E" lavel Coordinator for the elimination of
citation (potential for more than minimal harm), side rails and the use of a low bed
The findings included: with mats after receiving a
Validation of the —_— physician’s order. The care plan
ldation of the Credible egation of ited by the Nursin
—GempIlanee-wasraecemplishedwthrough-medit:ai v TVelS %u‘.imd. ¥ i 5 that —————
record review, review of facility policy, Administration Staff to ensure
observation, and interview with the nurses, the plan of care had been updated to
nursing assistants, and administrative staff. The reflect the resident’s current statys on
: !
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efficiently to attain Or maintain the highest
Practicable physical, mental, and psychosocial
well-being of each resident.

This REQUIREMENT js not met as evidenced .
by:

Based on medica record review, facility policg
review, review of training seminar informatian.
review of Guidance for Industry and FDA (Federal
{ Drug Administration) staff, dated 200,
Observation, and interview, the facility failed to be
administered in a manner to ensure seven
residents (41, #60, #18, #55, #94, 57, #83)
were provided a safe enviornment of fourty-three
residents reviewed, The facility's failure to
provide a system to assess for the use of

The facility provided a Credible Allegation of
Compliance on March 5, 2012, A revisit
conducted on March 12, 2012, revealed the
corrective actions implemented on Mareh 5,
2012, removed the Immediate Jeopardy.
Non-compliance for F-221 continues at g "g* leve]
citation (potential for more than minimat harm).

The findings included:

Validation of the Credible Allegation of
empiianeewas—accﬁmplishedmmugh-mediwl—-
record review, review of facility policy,
observation, ang interview with the nurses,
nursing assistants, and administrative staff The
J .

- bladder program to determine
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE, 21 coDE
465 ISBILL Rp
EAST TENN ESSEE HEALTH CARE
MADISONVILLE, TN 37354
(X4) I SUMMARY STATEMENT OF DEFICIENCIES [1s) FROVIDER'S PLAN OF CORRECTION - (xz)
PREFIX (EACH DEFICIENCY MuST BE PRECEDED BY Fur, PREFixX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR Lse IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DaTE
DEFICIENCY)
{F 490} | Continued From page 26 F490H 2m09112. . 0on 3/5/12 resident

rolled out of bed with a small
laceration to upper lip with
intervention to check placement
of furniture and remove if'in
pathway. Keep room free of
clutter for safety, Bowel and

habit time, and Falls Reduced Our
Goal, FROG Program. Care plan
was updated to reflect new
interventions for 3/5. 3/13
resident was found in room 129
bathroom with one shoe on, 1
Resident had gotten up from her
wheel chair in another resident’s
room, with interventions for
proper footwear (nonskid) replace
footwear when resident removes
as allows with physical therapy to
screen. On 3/15, further
intervention was added to getup
after breakfast as desires after
further investigation of fa[] on
3/13. Fall on 3/17 where resident
rolled from the bed in her sleep,
bed was in lowest position with
mats on both sides, no inj ury

1

FORM CMS-ZSS?(UZ—B‘Q) Previous Versione Obsolete Event 1D: 9D8D12

Facility ID: Trg201
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99799

; L T
R VTR PN

OF FARTMEINT OF HEALTTE ANCHE R AN SEVIGEE FORM APFROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMBE NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIER/CLIA {X2} MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: LOMPLETED
A BUILDING R :
445457 H-WING 03/12/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
- . . 485 ISBILL RD
EAST TENNESSEE HEALTH CAR MADISONVILLE, TN 37354
SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION x5)
éﬁ.‘gf!& {EACH DEF!GIEECY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE cowngEnou
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
. DEFICIENCY)
{F 490} | Continued From page 29 {F490}| noted, intervention to add pool
efficiently to attain or maintain the highest . ' noodles to define petimeter of the
practicable physical, mental, and psychosocial : bed with al . .
well-being of each resident. : with all above interventions
+ added to the care plan as
This REQUIREMENT is not met as evidenced | implemented. Resident’s care
by: plan is updated per MDS and/or
Based on medical record review, facility policy Charge Nurse on an ongoing
review, review of training seminar information, b and ded with
review of Guidance for Industry and FDA (Federal HEESAG) A% ficeded with any new
Drug Administration) staff, dated 2008, orders, interventions, or changes.
observation, and interview, the facility faiied to be
administered in a manner to ensure seven c) Resident # 60 The side rails that -
residents (741, #60, #18, #55, #94, #57, #83) {2 Jace during e co. RSN §
were provided a safe enviornment of fourty-three were In place during the survey were
residents reviewed. The facility's failure to | immedjately changed to full anti-
provide a system to assess for the use of entrapment rails (prior to the exit of
siderails, to reduce or eliminate full siderails to '
prevent falls and to reduce the risk of entrapment ﬂlc-sur\rey ors) c_m 2/6/12 by the
placed residents #41, #60, and #18 and any Maintenance Director. The
resident who used full side rails, in Immediate | measurements for the bed zones were
Jeopardy. ' obtained by the Maintenance
The facility provided a Credible Allegation of Director on 2/6/12 using a standard
Compliance on March 5, 2012. A revisit tape measure. The Side Rail
canducted on March 12, 2012, revealed the Assessment and Informed Consent
corrective actions implemented on March 5 . Form
2012, removed the Immediate Jeopardy. by th (e form) vras .later comploted
Non-compliance for F-221 continues at a "E" level Y the Staffing Coordinator on
citation (potential for more than minimal harm). 2/6/12 for the use of side rails with a
_ reduction from full side rails to %
The findings Included: side rails afier recciving a
Validation of the Credible Allegation of physician’s order for the use of ¥
------ —Sempliance-was-accomplished-through-medicat rails by the Staffing Coordinator T
record review, review of facllity policy, after the exit of the su
observation, and interview with the nurses, (v ) that © leh We}‘;m for the
nursing assistants, and administrative staff. The evening) that wore changed out per
FORM CMS-2667(02-99) Previous Versions Obsoletn Event ID;908D12 Fadiiity ID: TNG201 If continuation sheet Page 30 of 38
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DERPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

EAST TN HEALTH CARE

PAGE 93/99

PRECTLG: 034720
FORM APPROVE
QMB NO. 6938-03¢

[gﬂwEMENT OF DEFICIENCIZS X1 PROVIDER/SUPG IERrCLIA

(X2) MULTIPLE CONSTRUCTION | X3) DATE SURVEY

efficiently to attain or maintain the highest
practicable physical, mental, and psychosociaf
well-being of each resident,

This REQUIREMENT is not met as evidenced
by:
Based on medical record review, facility policy
| review, review of fraining seminar infonna!ion,
review of Guidance for Industry and FDA (Federal
Drug Adminisiration) staff, dated 2006,
observation, and interview, the facility failed to be

administered in 2 manner to ensure seven

placed residents #41, #60, and #18 and any
resident who used full side rails, in Immediate
Jeopardy.

The facility provided a Credible Allegation of
Compliance on March 5, 2012, A revisit
conducted on March 12, 2012, revealed the
corrective actiong implemented on March 5,

012, removed the Immediate Jeopardy.
Non-compliance for F-221 continues at 3 "E" level
citation (potential for more than minimal harm}.

The findings includeg:

A OF ECTION 5 - COMPLETED
AND PLAN &F CORRECTION DENTIFICATION NUMBER A BUILDING L _
R
| 445457 B. WING 031212012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IF CODE
465 ISBILL RD
EAST TENNESSEE HEALTH C RE
: & MADISONVILLE, TN 37354
X910 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION xs)
PREFIX (EACH DEFICIENCY MUST B PRECEDED BY FuLL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY) i
= 490 ontinued . ”
. b Conth From page 29 {F 490} | the Maintenance Director. The bed

I zone measurements wete obtained by
the Maintenance Director on 2/6/12,
A Pre-Restraint Assessment was
completed on 2/21/12 by the Staffing
Coordinator that indicated side rails
being used as a restraint and assisting
the resident. Resident was
transferred to hospital on 2/26/ 12.
The Interim MDS Coordinator

i completed a Discharge

! Assessment on 2/29/12 which

+ reflected the use of side rails as a
restraint (as % rails were used
until 2/23/12 during the 7 day
look back period). The resident
Was reassessed upon return to the
facility on 3/12/12 by the
admitting Charge Nurse who
completed an Evaluation for the
use of Side Rails and a Fal) Risk
Assessment with the
fecommendation for no side rails
indicated at this time, The MDS |

Coordinator completed a 5 day E
Validation of the Credible Allegation of Readmission Assessment on "
mplfane&waﬁecemplimed-through*medica ey, 14 L'*
record review, review of facility policy, 3/22112. (A day Assessment
-obs‘a:waﬁon. and interview with the nurses, Wwas completed on 3/29/ 12).
nursing assistants, ang administrative staff The
_ _
“ORM cms-zssi'(oz@aj Previous Versions Obsolete E»_venz 1D:-808D12 Facility 1D: TNS2D1 If continuation shest Page 30 of 38
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DEFARTMENT OF HEALY 11 AND HUM
TERS FOR MEDICARE & MEDICA
STATEMENT OF DEFICIENGIES (%1) PROVIDER/SUPPUERIC, 1A

AN SERVICE &
1D SERVICES

AGE  99/99
EAST TN HEALTH CARE A

CRINTE D 0%/14020
FORM APPROV
OMB NO. 0o38.02

(X3) DATE SURVEY

(X2) MULTIPLE CONSTRUCTION

This REQUIREMENT is not met as evidenced
by:

Based on medical record review
review, review of training seminar information,
review of Guidance for Industry and FDA (Federal
Drug Administmtion) staff, dateff 2008,
observation, and interview, the facili ty failed to be
administered in a manner {o ensure seven
residents (#41, #50, #18, #55, #94, #57, #83)
were provided 3 safe enviornment of fourty-three
residents reviewed, The facility's failure to
provide a system to assess for the use of
siderails, to reduce or eliminate full siderails to
Prevent falis and to reduce the risk of entrapment
Placed residents #41, #60, and #18 and any
resident who used fyl| side rails, in Immediate
Jeopardy,

, facility policy

The facility provided a Credible Allegation of
Compliance on March 5, 2012, A revisit

conducted on March 12, 2012, revegiad the
Corrective actiong implemented on March 5,
2012, removed the Immediate Jeopardy,

Pliance for F-221 contin
Potential for more than

citation ( minimal harm).

The findings included:

redible Allegation of
ceomplished+h
ew of facllity policy,

nterview with the nurses,

ts, and administrative staff. The

Validation of the ¢
—Gampﬂanee-was-a
record review, revi
obServatr‘on, and i
nursing assistan

L

ues at a "E" level

rough-medicgl—

AND FLAN OF CORRECTION IDENTIFICATION NLIABER: COMPLETED
A BUILDING »
445457 i 03/12/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
465 ISBILL RD
T TENNES T E
SAST TENNESSEE HEALTH caR MADISONVILLE, TN 37354
__Xd 1o SUMMARY STATEMENT OF DEFICIENCIES [n] PROVIDER'S PLAN OF CORRECTION (X5)
lgREJFIK (BACH DEFICIENCY MUST BE PRECEDED o FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE comFLETION
TG J REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE ATE
DEFIC!ENCY}
{F 490} ) Cf?ntmued From page 29 —_— {F 490}/ . Resident’s care plan is updated
efficiently to attain or maintain the highest |
: : : ; € Nurse on
practicable physical, mental. ang Psychosocial | per MD S and/or Charge Nu
well-being of each resident. ' an ongoing base and as needed

with any new orders,
interventions, or changes.

(d) Resident # 57 A telephone order
- was received from the resident’s
[ physician for the use of ¥ side rails
. on 2/10/]2. The resident was
assessed on 2/20/12 using the
 Evaluation for use of Side Rails (for
the evaluation of side rail use)
indicating the use of % side rails by
the Staffing Coordinator. A Pre-
Restraint Assessment was completed
on 2/21/12 by the Director of
Nursing that indicated side rails are
used as a restrajat. On 2/24/12
another Evaluation for the use of
Side Rail was completed by the
Staffing Coordinator indicating the
elimination of ¥4 side rails (no side
rails are in place at this time). As of
2/24/12 the resident’s current
interventions include: the locking of
wheel chair prior to transfer, offer
rest periods, assist to the bathroom
during rounds aod as needed, bed in
lowest position, a chair sensor pad.

FORM CMSQSB?(OZ-B'B) Previous Versione Qbszolate

Event ID: 9Da012
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p4/@2/2012 @8:11 4234424465 |
(] = "-’"| BCTE W U
DLEARTMENT OF HEAL H AND HUlAN S RVICE & | [\i‘gEﬁhiA%’Ezég?é
CENTERS FOR MEDICARE & MEDICAID SERVICES_. : OMB NO\| 0838930
STATEMENT OF DEFICIENCIES ) PROVIDE 153 11p1 tizmcq in (X2) MULTIPLE CONSTRUICTION (%2) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBE ! COMPLETED
A, BUILOING
BWING ;
445457 03/1 %/2012
NAME QF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
EAST TENNESSEE HEALTH CARE 4651SBILL RD
MADISONVILLE, TN 37354
¥a) ID SUMMARY STATEMENT OF DEFICIENCIES PROVIDER'S PLAN OF CORRECTION
F\:RE}FIX (EACH DEFICIENGY MUST pg PREGEDED BY FyLL F‘R]IIEJFIX (EACI-? gOIERECTIL\?ENACTIONRSHGULD BE cw{ﬁlﬂw
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: DEFIGIENCY)
Faq i .
{Fa00) szn.tg:;idt: :::2“? :ge 29 Bt et {F 490} | The care plan was audited by the
ICl ! Maintain the highes . yoo ; _
practicable physical, Mental, and psychosocial - Nursing Administration Staff to
| well-being of each resigent. " ~ ensure that the plan of care had been
. updated to reflect the resident’s
|
; ;  current status on 2/29/12. The care
This REQUIREMEN i .r ; <
by:ls EQ MENT is not met as evidenced | plan was audited by the Nursing
Based on medical record review, facility policy : i Administration Staff to ensure that :
review, rfeVIE“df of training seminar information, i the plan of care had been updatedto |
review of Guidance for Industry and FDA (Federal S s
Drug Administration) staff, dated 2006, reflect the "‘S'de"_‘; Selitent St?t“s on |
observation, and interview, the facility failed to be 29/12. The resident s s g
administered in a manner to ensure seven was reviewed by the Director of
residents (:4;. #601; #18, #55, #94, #57, #83) ursing on 3/7/12 and evaluated for |
were provided a safe enviomment of fourty-three ; : ; !
residents reviewed. The facility's failure to il pr evenn?n strategles and deemed f
provide a system to assess for the use of 'the Intervention for constant
siderails, to reduce or eliminate full siderails to supervision during toileting was
Prevent falls and to redyce the risk of entrapment inappropriate. After review of
placed residents #41, #60, and #18 and any ¢ ?te " 3712 b
resident who used full side rails, in Immediate current interventions on y
Jeopardy. ~ the Director of Nursing and further
The facil — investigation of the incident (with
e facility provided a Cradibie Allegation of . :
Compliance on March 5,2012. A revisi fntenentxon r{ot to leave unattended)
conducted on March 12,2012, revealed the 1t was determined that the
corrective aclions implemented on March 5, intervention was implemented before
I31012. rem?ved tt}e Immediate Jeopardy. a full root cause analysis was
on-compliance for F-221 contin ues at a "E" level - .
cltatlon (potential for more than minimal harm). vonducoed (fhe mterven-hon was,
removed as of 2/24/12 mterventions
The findings included: above). Asof3/22/1 2, current
- . inte ions, esident i
Validation of the Credible Allegation of tlr:t ;V;gtéonﬂ. :‘-Ihe Rl‘ :wend rgmaéus aclm
| Sompliance was-aecomplished-through medicar—L__ | the (Falls Reduoed Our Goal) |
record review, review of facility policy, program, participates in restorative
‘Observation, and interviev with the nurses, with ambulation “walk to dine
L nursing assistants, and administrative staff. The program”, low bed with mats,
FORM CM&ZSS?(DE«QQ} Previous Versions Obsolete Event ID:9D8D12 Facility ID; Tg201 If continuation sheet Page 30 of 38

l2/



@d/@2/2a812 @8:11 4234424465

DUFARTMENT OF REALT H AND HUMAN SERVICE S

CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPUIER/C 1A
AND FLAN OF CORRECTI0N IDENTIFIGATION NUMBER:

EAST TN HEALTH CARE

PAGE 99/99

PIRINTL 05714720
FORM APPROVI
OMB NO. 0938_«0_3_.

L0
(X2} MULTIPLE CONSTRUCTION (%3] DATE SURVEY

i ' COmP (o]
A BUILDING LETE

R
Wi
445457 i - W -— 03/12/2012
NAME OF PROVIDER OR SUPPLIGR STREET ADDRESS, CITY, STATE, ZIP CODE
EAST TENNESSEE HEALTH cARE JETISEILLRD
MADISONVILLE, TN 37354
(%4) ID SUMMARY STATEMENT OF DEFICIENGIES - CORRECTI
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL pﬁ'é’m (E:gl? ;"é’rfr?éc?’.@‘,?cFT,{,N"gngg,”aE comLenor
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{F 490} Cf?n'ﬁm;ie‘i Fr:tm page 29 R {F 490} antiroll back brakes, the locking of
€ificiently to attain or main ain the highest ir prior to fe ;
‘ practicable physical, mental, and psychosocial Wheel C.I ol p”;:r g:::ts 5 30,1?1
| well-being of each resident. rest periods, ask resi . e .y
on rounds if she would like anything
) ) . & or needs assist to the bathroom
g‘}?ls REQUIREMENT s not met as evidenced during rounds and as needed, further
Based on medica record review, facility policy monitoring and interventions _wlll
review, review of training seminar information, continue to prevent falls. Resident’s
review of Guidance for Industry and FDA (Federal care plan js current and updated
Drug Admtnlstrahon) staff, dated 2006, !
observation, and interview, the facility failed to be per MDS and/or Charge Nurse on
adr_r;rnisée:;zi;n ‘;6 ??Tn;r i;g 1:::.-nsure %even an ongoing bases and as needed
residen , : § , #94, #57, #83) .
were provided a safe enviornment of fourty-three 1W1th any new orders,
residents reviewed, The facility's failure to 1nterventions, or changes.
provide a system to assess for the use of
siderails, to reduce or eliminate full siderails to esident #94 The facility staff
prevent falls and to reduce the risk of entrapment (©) R [ ision thro ‘ti; tinc
placed residents #41, #60, and #18 and any provides supervision t s
resident who used full side rails, in Immediate rounds (minimum of every 2 hours),
Jeopardy, during care delivery, activitics, and
Lhe facllty provided a Credible Allegation of meals. The chair sefisor pad was
Compliance on March 5. 2012, A revisit discontinued on 3/5/12 by e
conducted on March 12, 2012, revealed the Director of Nursing after reviewing
corrective actions implemented on March 5, current interventions. After placing
2012, removed the Immediate Jeopardy. : : m:ct. i
Non-mmplian-:e for F-221 continues at g "gr level t'h.e mld.ent PHilEcS wheel chair
cltation (potential for more than minimal harm). with anti-lock brakes on 2/6/12 the
o resident was identified not to be at
The findings included: risk for falls of a similar incident
Validation of the Credible Allegation of (wheel chair rolling back). The
------ -G@mp{ianee-was—aeggmpﬁghed-thmugh-medfcaf ————1{- resident utilizes the wheel chair to N
cr)?)ccueﬁ ;‘ﬁview, rdeyitiw of facilit?‘: t|.'i:1cilicy, push himself into a standing position;
“observation, and interview wit € nurses, £ t i
hursing assistants, and administrative staff The the eati-lock brakes provent die thale
FORM CMS-2567(02-00) Previaus Varsions Obsolete EventiD:9Dsp12 Facittty ID: TNG201 If continuation sheet Page 30 CEE
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EAST TN HEALTH CARE

PAGE 99/99

DEFARTMENT OF HEALT H AND HUMAN SERVICES

PRINILL ;. (24000,
FORW APPROVEL

CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLix (X2) MULTIPLE CONSTRUCTION (X2) DATE SURVEY
AND PLAN OF CORKECTION IDENTIFICATION NUMBER: . FOHRLETED
A. BUILDING —
\ = —— K
5457 B, WING 0311212012
44 mierle

NAME OF PROVIDER OR. SUFPLIER

EAST TENNESSEE HEALTH CARE

STREET ADDRESS, CITY, STATE, ZIf GoDe

465 ISBILI. RD
MADISONVILLE, TN 37354

SUMMARY STATEMENT OF DEFICIENCIES

x| 10 PROVIDER'S PLAN OF CORREGTION o)
PREFIX (EACHDEHUENGYMUSTBEPRECEDEDBYFULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LS¢ IDENTIEYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROFPRIATE DATE
DEFICIENCY)
1480} Sf;z_‘*nlfdt Fr::;glpage 29 tain the highest {F4a0) . from rolling providing the resident
1ently to attain or maintain e highes . ot . . :
practicable physical, mental, and psychosocial . with stability. An identifier with the
well-being of each resident. | Tesident’s name was attached to the
& i Wwheel chair on 2/29/12. The
; . ) . resident’s care plan was reviewed
;’::fs REQUIREMENT is not met as evidenced i and updated by the Director of
- | .
Based on medical record review, facility policy . Nursing on 2/29/12 to reflect the
review, review of training seminar information, resident’s current status. After
review of Guidance for Industry and FDA (Federal « e :
Drug Administration) staff, dated 2006 | review of current interv shhonson
observation, and interview, the facility failed 1o be 3/7/12 by the Director of Nursing !
administered in a manner to ensure seven d further investi tion of the ]
residents (441, #60, #18, #55, #94, #57, #a3) o s
e Provided a safe enviorment of fourty-threo | incident (with intervention not to
residents reviewed. The facility's failure to leave unattended was not
provide a system to assess for the use of . : :
siderails, to reduce or efiminate full siderails to identified as an appropriate ;
pPrevent falls and to reduce the risk of entrapmant intervention to prevent falls). The !
placed residents #41, #60, and #18 and any resident remains on the FROG :
resident wi i i . .
Jesc;p:r éyw 10 used full side rails, in Immediate ' program and does fot require
constant supervision, further
The facility provided g Credible Allegation of itori d interventions will
Compliance on March 5, 2012, A revisit Inon.ltormg and int :
conducted on March 12, 2012, revealed the continue to prevent falls. Resident
gor{gctive actions implemented on March 5, had fall on 3/21/12 from the bed
012, removed the Immediate Jeopardy. . : agas
Non-compliance for F-221 continues at a "E" leye| | while attcr1.1ptlng to get urinal that
Citation {potential for more than minimal harm). had fallen in the floor. Afier
. vie d
The findings included: Event Note .re w an
Occurrence investigation
Yalidation of the Credible Allegation of = completed with the intervention to
—~—ﬂ—-Gempffanee—was—aecemph‘shed-fhrough—medit:arﬂ————‘—l lace urinal within reach and 5|
record review, review of facility policy, e : chcrpass
observation, and interview with the nurses, apply nonskid socks. In addition,
nursing assistants, and administrative staff The intervention was added 3/30 to

FORM CMS—2597(02~89} Previoys Vetslons Obsolete

Event ID:9bgD12
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DEPARTMENT OF Bt 4111 AN HUIMAN 5 1 VICES

E 99/93
EAST TN HEALTH CARE Fag

CRINGG L CR 400
FORM APPROVEL
- OMB NQ. 0938-0391

CENTERS FOR MEDICARE & MEDICAID SEIRVICES
[ STATEMENT OF DEFICIENCIRS Tixty PrROVIDI e IPPLIER/CLIA

() MULTIPLE CONSTRUCTION {X3) (?OAIEELSSTFS&CY
{ = v lReA =R "
AND PLAN OF CORRECTION IDENTI: ) AVION NUMBER A, BUILDING
- R
445457 o WING___ 03/12/2012

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, 2iIF cODE

465 ISBILL RD
N
EAST TENNESSEE HEALTH CARE MADISONVILLE, TN 37354
X4) ID SUMMARY STATEMENT OF DEFICIENCIES (] PROVIDER'S PLAN OF CORREGTION {%5)
ngE)FLx (EACH DEFICIENGY MUST e PRECEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE coag{-%rron
TAG REGULATORY OR Ls¢ IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE

DEFICIENCY)

{F 490} Continued From page 29

efficiently to attain or maintain the highest
| Practicable physical, mental, and psychosocial

weli-being of each resident,

L
This REQUIREMENT s not met as evidenced
by:

{F 490} attach personal item bag to head
of bed to place urinal in for
resident’s access. No other
changes have been indjcated.
Resident’s care plan is current
and updated per MDS and/or

Based on medica record review, facility policy
review, review of training seminar information,
review of Guidance for Industry and FDA (Federal
Drug Administratian) staff, dated 2006,
obsarvation, and interview, the facility failed to pe
administered in a manner to ensure seven

residents (#41, #60, #18, #55, #04, #57, #83)

| Were provided a safe enviomment of fourty-three
residents reviewed. The facility's failure to
provide a system to gssess for the use of

siderails, to reduce or eliminate full siderails to
pPrevent falls and to reduce the risk of entrapment
placed residents #41, #80, and #18 and any
resident who used fyi side rails, in Immediate
Jeopardy,

Charge Nurse on an ongoing
bases and as needed with any new
orders, interventions, or changes.

(f) Resident #55 care plan was

' reviewed and modified on 2/14/12
" by the MDS Coordinator and
reflected the resident’s current
status. No further assessments could
be completed due to the resident
expiring on 2/16/12.

The facility provided a Credible Aliegation of
Compliance on March 5, 2012. A revisit
conducted on March 12, 2012, revealed the
corrective actions implemented on March 5,
2012, removed the Immediate Jeopardy.
Non-compliance for F-221 continues at a "E" level
citation (potential for mare than minimal harm).

The findings included:

Validation of the Credible Allegation of

— -Cam pl‘feneewas—aeeemplished-throughmedimf——
record review, review of facility policy,
observation, ang interview with the nurses,
nursing assistants, and administrative staff, The

- (g) Resident #83 The
recapitalization orders were
signed by the physician for 2/2/12
included an order for the use of
side rails. An assessment was
completed on 2/6/12 using a Pre-
Restraint Assessment for the use
of % side rails completed by the

" MDS Coordinator indicating a ]

restraint was recommended

related to cognitive impairment,

FORM CMS-ESG?(OE-QQJ Previpus Versions Obsaleta Event ID: 8D8D12
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A. BUILOING . o .
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 211 cope
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—
x4m | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION {Xs)
PREFTX (EACH DEFIGIENCY MUST BE PRECEDED BY iy, ‘| PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE ’ DATE
DEFIGIENG
| )
{F 490} Cf?““””e'j From page 29 {F 490}/, tequiring physical assistance, and
efficiently to attain or maintain the highest : ' :
| ; i ware of § 1ssues. On
Icable physical, mental, and Psychosocial Ha of afety issu

, practi

This REQUIREMENT is not
by:

Drug Administration) staff, dated
administered jn aman
residents

provide a system to
siderails, to redyce
prevent falls and to

placed residents #41, #60, and #

J Jeopardy.

The facility provide

Compliance on Ma
conducted on Marg

Non-compliance fo

The findings included:

Validation of the C
~Gemalianee-was~a
record review, revi

ew of facility

met as evidenced
Coordinator indicating the
ord review, facility goficy . £
ng seminar infon‘nzﬁ%n. resident was‘ Ematmre .0 safety
DA (Federal needs, cognitive Impairment, and
2008, requiting physical assistance

observation, ang interview, the facility failed to pe
ner to ensure seven

or eliminate ful siderails to
reduce the rig|

resident who used full side rails, in {mmediate

d a Credipie Allegation of
rch §, 2012, A revisit

h 12, 2012, fevealed the
mplemented on March 5,

citation (potential for more than minirnal k

redible Allagation of
ceom pIished-through-medica!_
policy,

obSe_rvataon, and interview with the nurses,
nursing assistants, ang administrative staff. The
FORM WS-2557(D2~99} Previous Versiong Ofsolete Event ID:90an12

" 2/20/12 an Evaluation for the yge
. of Side Rajl Assessment was
¢ completed by the MDS

utilizing % side rails. A pew

» #83) Evaluvation for the use of Side
y-three Rails was completed on 2/23/12
e by the Director of Nursing for the

reduction of side rails from % to

%2. The resident’s Physical

Restraint Assessment was

updated on 2/23/12 by the

Director of Nursing for the

restraint reduction and new orders _
received for the use of ¥ side ]
rails. On 2/28/12, an Evaluation j
for the vse of Side Rails and
Physical Restraint Assessment ?
Was completed by the Director of
Nursing indicating the elimination
of %2 rails and placed on low bed
with mats. The care plan was
audited by the Nursing

k of entrapment
18 and any

"E" level
arm).

—
Fadillty ID: TNB204 linuation sheet Page 30¢f33

fasn

a5




EAST TN HEALTH CARE

PAGE  99/99

] 24465
p4/@2/2812 @8:11 42344
FRINTLL . 05y Aleis
DEE ALY MENT OF MHbi 14 AR PRIV NN SRV T FORM APPROV:
CENTERS FOR MEDICARL: & N MERICAI BERVICRS _ o — OMB NQ. 0935-03¢
STATEMENT OF DEFICIENCIES X9} PROVAOE 37 0P RO ’ (XD WUEYINLE GONET e 10N (X3) DATE SURVEY
AND AN OF CORRECTION INENTIC 0 10 LA f 3 COMPLETED
A BULING e ——
) R
445457 e —— 0311212012
- L2 -
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE, ZIP CODE
465 ISBILL RD
EAST TENNESSEE HEALTH CARE MADISONV!LLE, TN 37354
(X4 10 SUMMARY STATEMENT OF DEFICIENCIES o) PROVIDER'S PLAN OF GORRECTION ' (xs)
PREFIX (EACH DEFICIENGY MUST gE PRECEDED BY Fu|, PREFIX (EACH CORRECTIVE ACTION SHOULD BE .| comPLEnON
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{F 490}

Continued From page 29

well-being of each resident,

Y.

review of Guidance for Industry and

The findin gs included:

nursing assistants,

. DEFICIENCY)
[
o ‘ ‘ {F 490 Administration Staff to ensure
| efficiently to attain or maintain the highest
Practicable physical, mental, and psychosocial ! that the Plan of care had Peen
- updated to reflect the tesident’s
current status on 2/29/12, Care
This REQUIREMENT is not met as evidenceg Plan is current to resident’s status
by: and is updated per MDS and/or
Based on medical record review, facility policy .
review, review of training seminar fnformaﬁon, ; Charge Nurse on an or?gomg
FDA (Federal - bases and as needed with any new
Dgug Adtministr%ﬁprt:} staff, c;*gte;! 2?:)% o -orders, iﬂtervenﬁons’ or changes.
observation, and in erview, the facili Y fai 0 be i X . .
administered in 5 manner to ensure seven f 2. @) Tl_ae Nm‘?g Adfmmstrahon
residents (#41, #60, #18, #55, #94, 57 #83)  Staff(Director of Nursing, MDS
Were provided a safe enviomment of fourty-three I Coordinator, and Staffing
- The facility's failure to ' Coordinator) reviewed al]
Provide a system to assess for the use of residents using side rails, and the
siderails, to reduce or eliminate fuil siderails to . Yo g g H
prevent falis and to reduce the rigk of entrapment -Tesident’s Individual fall rlfk
Placed residents #41, #60, and #1 8 and an assessment scores to identify
resident who used fuji side rails, in Immediate those that may be at risk for _
injury, and assessing and coding
Cds &
ohe facility provided a Gredible Allegation of the fes‘denlt{: ?flscsfm i »
ompliance on March 5, 2012, A rauen comrectly. Residents using o
12, 2012, revealed the rails as a restraint were identified
corrective actions implemented on March 5 and care planned accordingly. A
I‘2\J 12, rem?ved lr}e I mrzrle;ilate Jeopard el comprehensive assessment was
on-compliarice for F-22 continues at g “g* eve - J were i
citation (potentia| for more than minimal harm). comp Icted; "hierventions
modified as needed and placed on
the individuals care plan. The
. Administration Team
(\;/audat:on of the Credible Allegation of (Administrator Director of ﬂ
“Gompliance Was-accomplished-through-medical - e , 14
record review, review of faciiity policy, Num{ng, a“d. Assistant DII’EC‘I?I’ i
observation, and interview with the nurses, Nur.smg, Mfiuntenanc_e S,up cLvisor, j'
and administrative staff. The Social Services/Admissions
]
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A BUILDING e
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, StAT £, 21 CODE
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(X4) 1D SUMMARY STATEMENT OF DEFICIENGIES 7o) PROVIDER'S PLAN OF CORREGTION (x3)
PREFIX (EACH DEFIGIENCY MysT B PRECEDED By rur PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR Ls6 IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
R DEFICIENCY)
49 i 4 .
{F 490} | C°“f'““ed Froml Page 25" . F 490}’ | Director, MDS Coordj nator, Food
] efﬁc@nﬂy to attain or maintain the highest _ ‘Service Supervisor, Activity
practicable physical, mental, and Psychosocial | m -
well-being of i : Director, and/or Medical
| g g of each resident, iy : &
 Director) developed a Side Rail
‘Policy with the involvement of

This REQUIR EMENT is not met as evidenced
by:

Based on medical re
review, review of tra
review of Guidance
Drug Adminis

cord review, fagjlj
ining seminar informaticn.

for Industry and FDA (Federal
tration) staff, dated 2006

ty policy

The facifity provided a e
Compliance on March 5, 2
conducted on March 12,2012, revealed the
corrective actiong implemented on March 5,

012, removed the Immediate Jeopardy,
Non-compliance for F-221 continues af a "E" Jeyel
citation (potential for more than minimal harm).

dible Allegation of
012, A revisit

The findings includeq:

Validation of the Cre

mpliance-wasg
record review, reyj
obs’ervation, and i
nursing assistant

dible Allegation of
eeompﬁshed-thmugh-medica
ew of facility policy,

nterview with the

nurses,
S, and administrative staff. The

‘the Medical Director with
‘implementation on 2/28/12 to

‘include the utilization of the

i Evaluation for the uge of Side
Rail Assessment.

(b) A total of 65 residents were
identified on 2/6/12 ag having
side rails attached to their bed
frame (ranging from Y to fil] side
rails). The nursing administration
Team (Director of Nursing,
Staffing, Coordinator and MDS
- Coordinator) assessed residents
using side rails utilizing the
Evaluation for the use of Side
Rails on 2/28/12 and 2/29/12.
These tools (Side Rai]
Assessment and Informed
Consent Foﬁn, Evaluation for the
use of Side Rails, Pre-Restraint
Assessment, and the Physical
' Restraint Assessment) were used .
for the purpose of assessing
residents using side rails to

————
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CGENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938.03
STATEMENT oF DEFIGIENCIES 1) PROVIDERISUBRL i/ 1a 3) DATE
ANDFLAN OF Con RECTION ol rDENﬂr-':CA"ﬁ%JN Nlﬁﬂsﬂ?{f (8 CATE SURVEY

(X2) MULTIPLE CONSTRUCTION

A BUILGING COMPLETED
R
B. WiNG
445457 e S 03/12/2012
MAME oF PROWVIDER QR SUPPLIER = STREETADDHESS. CITY, STATE, zip CODE
EAST TENNESSEE HEALTH cARe 4SSISBILL RD
- MADISONVILLE, TN 37154
{xd) 1D SUMMARY STATEMENT OF DEFICIENCIES D | PROVIDER'S PLAN OF CORRECTION ' (xs)
PREFIX (EACH DEFIUENCY MUST Be PRECEDED BY FuLL ~ (EACH CORRECTIVE ACTION SHOULD BE I COMPLEYION
EGULATORY CRLSC IDENRIFYING lNFORMATION} CROS&REFERENCED TO THE APPROPRIATE baTE
DEFICIENCY)
i :
{F 4903 Continued From page 29 . determine if side rails were
[ efﬁcfgnﬂy to attain or maintain the highest ! needed and/or could be reduced:
practicable physical, Mmental, and psychosocial ; i ’
well-being of each fesident, '[

notification of family and/or

resident of the use of side
rails/restraints, to determine if g
restraint wags recommended, and )
to review the resident for possible |
reduction of a restraint. The Pre. 4
Restraint Assessment was J
completed for residents using side
rails as restraints to assess
residents using side rails to ;
determine if side rajls were __
recommended as a restraint op

2/28/12 by the Nursing

' Administration Team, with
findings documented op the
resident’s individua) assessment

form (Side Rajl Assessment and

Informed Consent Form,

Evaluation for the use of Side

Rails, Pre-Restraint Assessment

and/or the Physical Restraint

Assessment). Through the

individual resident assessment
and monitoring of side rail use, . |
the facility has been able to T
reduce the use of side rails with a

This REQUIREMENT Is not met as evidenced
by:

Based on medical record review,
review, revieyv of training seminar

j

resident who used f

ull side rails, iny Immediate
Jeopardy.

The facility Provided a Credible Allegation of
Campliance on March 5, 2012 A revi

Non ~Compliance for F-221 continu

_ ©s at a "E" [evel
citation (potentiz| for more than m;

nimal harm).

The findings included:

Validation of the Cregipie Allegation of

: mpifaneewa&aecemplished%hmugh-medica!
recorg review, review of facility policy,

'ﬂ_: the nurses,

Event ID; 0hsn 12 Facility I, TNE201 i cunfinuation sheet Page 300f38
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FORM APPR O\;E

STATEMENT OF CEFICIENCIES M Pnuwaﬁmsupm.ir-;P.fc; LiA,
AND PLAN OF CORRECTION IDENTY 1CATION HUMBIER

QMB NO, 0838-03¢

{X2) DATE SURVEY

——

(X2} MULTIBLE CONSTIUCT 10 W

| practicable Physical, mental, and psychosocial
well-being of each resident.

'| This REQUIREMENT is not met as evidenced
by:

Based on medical record review, facility policy
review, review of training seminar information,
review of Guidance for Industry and FDA (Federal
| Drug Ad ministration) staff, dated 2006,

observation, and interview, the facility failed to be

were provided a safe enviornment of fourty-three
residents reviewed. The facility's failure to
provide a system to assess for the use of
stderails, to reduce or eliminate full siderails to
prevent falls and to reduce the risk of enlrapment
placed residents #41, #60, and #18 and any
resident who used full sige rails, in Immediate
Jeopardy.

corrective actions implemented on March 5,
2012, removed the Immediate Jeopardy,
Non-compiiance for F-221 continues at a "E* leye|
citation (potential for more than minimal harmy).

The findings included;
Validation of the Credible Allegation of
record review, review of facility policy,

observation, and interview with the nurses,
nursing assistants, and administrative staff The

- Gamph‘anee--was-aecemph‘sﬁed—through—medica[—-‘—“——-—“

K BOIOIE COMPLETED
: B e B
445457 e 03/12/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
i 485 ISBILL RD
EAST TENNESSEE HEALTH CARE
MAD!SONV!LLE, TN 37354 )
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES I b PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENGY MUST PRECEDED BY FuLL “|  PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE,
! ; DEFICIENGY)
L
{F 490) ' Continued From page 29 {F 490} r current total of 4 residents (no full
efficiently to attain or maintain the highest

rails). Side rails that were
reduced or removed by the
Maintenance Director based on

the resident’s individual
assessment results by nurse

administration beginning on
2/6/12 through 2/29/12. The
Maintenance Director and the
Maintenance Assistant obtained

' measurements of all remaining

! side rails using a standard tape
measure. Measurements were
obtained with the bed in a flat and
articulated position. All findings
met the FDA recommendations as
referenced in the FDA Hospital
Bed System Dimensional and
Assessment Guidance to Reduce
Entrapment. Any side rail that
measured outside the FDA
recommendations were replaced
as needed with anti-entrapment
rails, shorter side rails (1/4, %,
and 3/4) or eliminated as needed
based on the resident’s individual
assessments and/or for non-use.

e ——r—

|
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STATEMENT OF DEFICIENCIES

(47) MROMIDERISUPPLIER/CEja (X2) MULTIPLE coNSTRUCTION (X3) DATE SURVEY
AND FLEN OF CORRECTION MENTIFICATION NUMBER: COMPLETED
A. BUILDING
R
445457 B wING 03/12/2012
NAME OF PROVIDER O SUPPLIER STREET ADDRESS, CITY, STATE, ZIF GODE
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{(X4)1b SUMMARY STATEMENT @1 DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION (x5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG EGULATORY OR LG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{F 490} ’ C;z-nmt:ledl Froum.page 29_ s 6 iin {F 490}| ' (©) The resident’s physician,
eiliciently to attain or maintain e highes f : :
practicable physical, mental, and psychosocial family member and/cnf resul.ents
well-being of each resident, J' were made aware of side rail
assessments/restraint findings on
This REQUIREMENT is not met as evidenced 2/6/12, obtaining new orders as
%’5 " iy —— needed by the Nursing
ased on medical record review, facili policy s - . il
review, review of training seminar information, Admmlstrz_ilmn Tean?, the femdly
review of Guidance for industry and Fpa (Federal andfor resident provided verbal
Drug Administration) staff, dated 2006, consent for the use of side
observation, and interview, the facility failed to be . ; indicated
administered in a manner to ensure seven rail/restraint as in Wil
residents (#41, #60, #18, #55, #94, #57, #83) Ongoing communication will be
were provided a safe enviornment of fourty-three . ith families/residents
residents revieweq, The facility's failyre to d]SCl]S_SEd o 1 . 16 i
provide a system to assess for the use of regarding the use of side rails an
siderails, to reduce or eliminate full sideralis to restraint upon admission and/or as
Prevent falls and to reduce the risk of entrapment findings change, b
placed residents #41, #60, and #18 and any assessment finding change, by
resident who used fulf side rails, in Immediate the Admission Coordinator,
Jeopardy Charge Nurse or Nurse
Lhe facility provided a Credible Allegation of Administration Team.
Compliance on March 5, 2012. A revisit T inistrator and
conducted on March 1 2, 2012, revealed the g 3'_(3) Thevadm : el I
corrective actions implemented on March 5 - Director of Nursing received in- -
5012, removed the Immediate Jeapardy. service training on 2/7/12 &
on-compliance for F-221 continues at a "E" leye| :
citation (potential for more than minimal harm). 2/2]”2’ by the R..egmmfl Muirse
Consultant, The in-service
The findings included: covered areas but not limited to-
Validation of the Credible Allegation of side rail standards, assessment
g —Gemp!ianeewas-accemplished-thmugh—medical ~ T prior to and ongoing use of ———
récord review, review of facllity policy, ; e . ident
observation, angd interview with the nurses, restraints/side ra{ls., i
nursing assistants, ang administrative staff. The assessments, revision of care
i —
FORM CMs-2567(02.99) Previous Versions Obeolete Event (D: 908D 12 Fadility ID: TNE201 iFcontinuation sheet Paga 30 of 38
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A BUILDING
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e 4
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FuyLL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

PREFIX

PROVIDER'S PLAN OF CORRECTION x5
(EACH CORRECTIVE AGTION SHOULD BE COMPLETIO!

CROSS-REFERENCED TO THE APPROPRIATE DAYE
DEFICIENCY)

) i

|
{F 490} [ Continued From page 20

well-being of each resident,

by:

Drug Administraticn) staff, dated 2008,

administered in a manner to ensure sa

Jeopardy,

The findings included:

Validation of the Credible Allegation of

record review, review of facility policy,

efficiently to attain or maintain the highest
practicable physical, mental, and psychosocial

This REQUIREMENT is not met as evidenced
Based on medical record review, facility policy
review, review of training seminar information,
review of Guidance for | ndustry and FDA (Federal
observation, a_md interview, the facility failed to be

residents (#41, #60, #18, #55, #94, #57, #83)
WEre provided a safe enviomment of fourty-thras

ven

residents reviewed. The facility's failure (o
provide a system to assess for the use of
siderails, to reduce or eliminate full sideralls to
Prevent falis and to reduce the rigk of enlrapment
placed residents #41, #60, and #18 and any
resident who used fulf side rafls, In Immediate

2012, removed the immediate Jeopardy,
Non-compliance for F-221 continues at a"E" lave|
citation (potentiaf for more than minimal harm).

Gom p!iancewes~acmmplished~through—medi::a

obsr.frvation, and interview with the nurses,
nursing assistants, and administrative staff The

{F 490}

' plans, investigation of

| occurrences (falls),

, implementation of interventions

to reduce the occurrence of

incidents, monitoring

effectiveness of interventions,

referring residents for assessment

by therapist for appropriate

interventions, job responsibilities,

abuse protocol (list not all

inclusive: investigation, reporting,

| screening of employees,

f employee training). The facility

- participates in the restraint
reduction collaborative with Q-
Source. The Administrator
contacted the Q-Source
Tepresentative who registered the
Dircctor of Nursing, Assistant
Director of Nursing, Activity
Director and MDS Coordinator
for a Physical Restraing &
Pressure Ulcer Regional
Collaborative Learning Session
on April10, 2012,

——M—— .

(b) The Regional Director of
Operations in-serviced the
Administrator, the Maintenance

FORM CMS-Z‘SB?(OE—BQ) Previaus Versions Obsalote

b
%
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X N (X5)
x4 10 SUMMARY STATEMENT OF DEFICIENGIES k D E:gg\é'lggg gg@f&fgﬁgﬁgﬂﬁ o COMBLETIOP
p?&f;'x é%ﬁ&%%%’ﬁcég?gguaﬁéﬁg ﬁ?fé’aﬁmé‘h} F$§2 y CFEOS&REFERESES% :-lrsﬂ CT%E AFPROPRIATE BATE
{F 490} | Continued From page 29 {F 490} ' Director and the Maintenance
efficiently to attain or maintain the highest ! istant ing the FDA
practicable physical, mental, and psychosocial f-ASS - ref-ga.rdmg
well-being of each resident Safety Alert: Entrapment Hazards
with Hospital Bed Side Rails and
This REQUIREMENT is not met as evidenced sha_rf‘:d by the sur .e'yors duting
by: facility demonstration of
Based on medical record review, facility policy ; d zo includ
review, review of training seminar information, measm‘mg:be M (I.n. ed
review of Guidance for Industry and F DA (Federal flat and articulated positions) on
Drug Administration) staff, dated 2006, 2/7/12. The Maintenance
observation, and interview, the facility failed to be . .
administered in a manner to ensure seven Dm_’ ctor and the Maintenance
residents (#41, #60, #18 #55, #94, #57, #83 Assistant were able to
| were provided a safe enviornment of fourty-threa ¢ competenc ugh
residents reviewed. The facility's fallura to demonstrate o R t ney thrg gz
provide a system to assess for the use of & retumn demonstration on 2/7/1
sideraifsf t? reduce or eliminate full siderals (o on measuring the bed zones in flat
pmmmammmeWmeMRMmmmmmt : : fes
placad residants #41, 480, and #18 and any + and “r,“"“la“’d}msm‘m_s Uelated
resident who used full side ralls, in Im mediate to the information provided
Jeopardy, during the survey). The Regional
The faciilty provided g Credible Allegation of Director of Operations also in-
Cnnd'lpﬂll.n;! o?&‘l Mareh 8, 2012, A revisit serviced the Maintenance Director
conduotad on Marsh 12, 2012, revealed the .
gorreative actions implemented on March 5, and Assistant on 2/13/12 ,
012, umﬁ\ud tha Immediate Jeopardy, regarding The FDA Hospital Bed
on-compllance for F-221 continues at a "E" leye) System Dimensional and
cltatlon (potential for more than minimal ) 2 .
® HRimather) Assessment Guidance to Reduce
The findings Inclyded: Entrapment dated March 10,
Valfda!_lon of the Credible Allegation of 2006.
Compliance -wa&aeeemplishedi-hrough—medical . . ; T
record review, review of facility policy, (¢) The Administration Team
gﬁfsﬁggagggi.sgﬁsingenéieg with ihet .nurstes, (Administrator, Director of
1 n a ' . " - -
ministrative staff. The Nursing, and Assistant Director of
FORM CMS-Q.%G?(!JZ-EQ} Previous Verslons Obsclea Evenl It: 9DgD12 Facility ID: TNG201 if cantinuation sheet Page 30 of 38



PAGE 99/39
424465 EAST TN HEALTH CARE

111 4234

@d/@2/2812 @8:1

FREGT (o
URART ENT OF BEALTH AND AN SERVICES f'(l;{h-‘; AR
CENTERS FoOR MEDICARE & MEDICAID SERVICES BN
___-_‘_‘—‘—-___‘_‘_

Q. 0938-C
SIATEMENT OF DEF.‘CENC]ES (X2) DATE SURVEY
AND RLAN OF CORRECTION

(X1} PROVIPY RISUPPLIERIC 1A
IDENTIFICATION NUMBER

(X2) MULTIPLE CONSTRUCTION

A BUILDING COMPLETED
i o o= R
445457 B. WiNG 03!12!2012
NAME OF FROVIDER OR SUPPLIER

STREET ADDRESS, CITY. STATE. zIP cope
465 ISBILL RD

MADISONVILLE, TN 37354

EAST TENNESSEE HEALTH CARE

SUMMAHY STATEMENT OF DEFICIENCIES

_ ID PROVIDER'S PLAN OF CORRECTION 5
(EACH DEFIGIENCY MUST g PRECEDED BY Fi L PREFIX (ZACH CORRECTIVE ACTION SHOULD g COMPLENC
ULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE

DEFICIENCY)

{F 490} Nursing, MDS Coordinator,
i ; 'Maintenance Superviso Social
Physicaj, mental, and psychosocial i nan p 5
}We”-bel'ﬂg of each resident, { Services Director, Activity
‘ | Director, Food Service
{ This REQUIREMENT s not Met as evidenced i Supervisor, Bookkeeper, Therapy
| S Leader/Therapy Pro am
Based on Medical recorg review, facility policy Team /Therap y B
review, review of training seminar i i Manager, and/or Medical
: {Director) developed a Side Rai]
| Assessment Policy with the
finvolvement of the Medical _I
‘Director on 2/28/12 1o include the
.utilization of the Evaluation for
1o assess for the use of the use of Side Raj] Assessment.

siderailts% tuo reduce or eliminate full siderails to The policy will assist the facility
brevent fails and to reqyge the risk of entrapmen : i ide ra
p!ag:ed residents 41 . #60, and #18 g e J i reducmg the use of side rails,
resident who yseq fyi) side railg, prevent potential occurrences and
Jeopardy. reduce/eliminate entrapment risk
associated to the use of side rails.

The Side Rail Assessment Policy

A reyisit
h 12, 2012, revealed the
Coirectlyg g

clions implemented on March 5. (attachment F) was }'e“ewffd with
. 12, rem?ved the Immedizte Jeopardy. the staff during the in-service on
ON-Compliance for F-221 continues at 4 "E" leve) i f
Cltation (potential for fmore than minimay harm), 2"29{12 by the Dircetor o
Nursing,.
The findings includeg:
—_— : d) The Administrator and
Validation of the Crediplg Allegation of ( . . . .
----Gempﬁaneewasaccemplished{hroughqnedical DlPCQtﬂT' ofNurs_mg “.YIH ew ——
record Teview, review of facility policy patient information with the e
o] Servation, ang intervigw wi interdisciplinaty team in the
t ' ; . "
morning QA meeting, disbursing
Event ID:608D12 TET—"

Faclity 10; TNg 201 ' centinuation sheet Page 3q o¢ kt:]
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FORM CMs-2567(02-99) Previous Verslonz Obsolata Event ID;9bap12

o

e o T e . F CONSTRUCTION (X8) DATE SURVEY
MOTTGATSRRERST [ e rowemm ceoverrucr
, BUILCING R
445457 erile 03/12/2012
NAME OF PROVIDER GR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
465 {SBILL RD
EAST TENNESSEE HEALTH CARE MADISONVILLE, TN 37354
SUMMARY ST, TEMENT OF DEFICIENGIES 5 PROVIDER'S PLAN OF CORRECTION (X5}
ISPR(gFIIE;( {EACH DEFIGFENCQ’ MUST BE PRECéEE;)IED BY FULL * pR{Eor:]x {EACH CGORRECTIVE ACTION SHOULD BE COMPLETIOP
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE I}.PPROPFIIATE DATE
- DEFICIENCY)
F 490 i : . .
{ } COI’IFIHUEd F rorm page 2? _ . {F 490} information to appropriate
efficiently to attain or maintain the highest : ; &/
practicable physical, mental, and psychosocial caregivers, residents, and/or
well-being of each resident family members to obtain the
residents highest physical
This REQUIREMENT is not met as evidenced functioning and psychosocial
by: : Administration team
Based on medical record review, facility policy ' na?eds. The, dmlrustra .
Feview, review of training seminar information, - will consult with the Medical
Bewev:; gf Guidance for Industry and FDA (Federal Director as needed for guidance in
rug ministration) staff, dated.2006, S S,
observation, and interview. the facility failed fo be d.cl1_v‘em]g patl'cnl care and the
administered in 2 manner to ensure seven revision of policy and procedures,
residents (41, #8680, #18, #55, #94, #57, #83) '
were prowde;l a safe enviorr;gnent of fourty-three 4. (a) The Administrator or
resic_'ents reviewed. The facility's failure to Director of Nursing will conduct
Provide a system to assess for the uge of frec UG '
stderails, {o reduce or eliminate fy| siderafls to random audits weekly through
prevent falls and to reduce the risk of entrapment facility walking rounds, review of
placed residents #41, #60, and #18 and any the 24 hour report, care plans,
-;eesolg::‘c.:yWho used full side rails, in Immediate Nurse Aide Communication
' Sheets, Evaluation for the Use of
The facility provided a Crediple Allegation of Side Rails, and Nurse Event notes
Compliance on March 5. 2012, A revisit to ensure the appropriate
gg"g“gtfd " March 1]2. 2012, revealed the procedures and policies are being
rreclive actions implementeg on March 5, ¢ ; \dmini ]
2012, removed the Immediate Jeopardy. followed. The J_lemmstrat_or will
Non-compliance for F-p21 continues at g "E" leyej report ﬁqdmgs 1n the morning
Citation (potential for more than minimay harm). Quality Assurance Meeting
- (Monday-Friday) and review with
The findings inclyded: - the Medical Director in the
Validation of the Credible Allegation of Quarterly QA meeting and as
A fﬁI3llaHE:e-was-aecomplished{hrough-medical-— | Deeded. : —_—
record review, review of facility policy, (b) The Regional Nurse
GbSEfrvation‘, and interview with the nurses, Consultant will conduct random
nursing assistants, ang administrative staff, The audits of facility documentation

Fadllity ID: TN6201

1y

¥ eontinuation sheet Page 30 of 38
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CEFARTMENT OF B AL AND i MaAN 8] 1§ ¢ OMEOSS" %’;’;@%‘;ﬁ,ﬁﬁ
CENTERS FOR MEDICARL & MEDICAID SERWQ[.".{,‘J - _ 'mvgy
STATEMENT OF DREFICIENGIES {X1) PROVIOURISUPPLIEI4 1 14 ¥ 2V MULYIPLE 601 TRUQTION X3) gg{é LSELTFD
AND PLAN OF CORRECTION IDENTINCATION MUY @ A HiiiBiE =
- B e ——— e e e , R
445457 B WiNG 03/12/2012
NAME OF PROVIDER OR SUFPPLIER : BTREGT ADDRERS, CITY, STATE, ZIP CODE
466 JSBILL RD
EAST TENNESSEE HEALTH CARE MAO‘SONV'LLE. TN 37354
' - CORRECTION {x5)
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF RRECTION. LI
EACH DEFICIENCY MUST BE PRECEDED BY FULL PREEIX (EAGH CORRECTIVE ACTION SHO
P‘?—EE"‘ F-:(EBULATORY OR LSC [DENTIFYING INFORMATION) TAG GRQSS'REFEREESEIE,LE, r':r%r-: APPROPRIATE Dasw
' fa'ffilﬁttyh d?VE'?Pﬁ'd a fi??hRaﬂAjﬁestmegtfoﬁgcy - interviews to ensure facility is
with the involvement of the Medical Dire PR { =4
include the utilization of the evaluation for the use ?m?tamsmg compliance with
of side rails. The facility provided evidence of acility, State and Federal
side rail assessments for all residents, and Policies/Regulations,
removal of side rails when indicated, and :
evidence bed zone measurements were obtained . e Regional Direc
to reduce or eliminate entrapment risk. The ((3) Th . Regi 1 ge 1t;or oﬁ
facility provided evidence Fall Risk Assessments, perations wj ! conduct random
Pre-Restraint Assessments, and Physicai aud:xts d}lnng Visits to ensure the
Restraint Assessments were completed. The facility is being operated
facci'fity p(;'ovideddgvi?ence of in-servilce for all staff following Facility, State, and
and random audits to ensure compliance, Federal Policies /Regulations and
The facility will remain out of compliance at a g maintaining the resident’s Optimal
level until it provides an acceptable plan of physical, mental and psychosocial
correction to include continued monitoring to well being.
ensure the deficient practice does not recur and
the facility's corrective measure could be
reviewed and evaluated by the Quality Assurance
Commmittee, 5
{F 501} | 483.75(i) RESPONSIBILITIES OF MEDICAL {F501)) Completion Date: 3/22/12

88=E

i

-Based+3n~mediealfemrdﬁview,—facility-poﬁcy_—

DIRECTOR

The facility must designate a physician to serve
as medical direcior.,

The medical director is responsible for
implementation of resident care policies: and the
coordination of medical care in the facility.

This REQUIREMENT is not met as evidenced
by: T

review, observation and interview the Medical
Director failed to provide oversight and participate
in the development of policies and procedures to

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID;8D8D12

Facility ID: TNB201

If continuation sheet Paga 31 of 38
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PRINTOI. Lot
DEFARTIMENT OF HEALTH AND HUMAN £1-1:VICES FORUE ARPLIM
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 09??““"'-'
[ staTEMENT OF DEFICIENCIES (%1) PROVIDER/SUPPLIFRICLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVE
ANT PLAN OFF CORREGTION IDENTIFICATION N3 R: . COMPLETED
A, UILMNG ) R
as5s5 B. WING ' 0311212012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
465 ISBILL RD
EAST TENNESSEE HEALTH CARE MADISONVILLE, TN 37354
s Y STATEMENT OF DEFIGIENGCIES 10 PROVIDER'S PLAN OF CORRECTION L.
ol (Emn:J DEFIGIENCY MUST B8 PRECEDED Bv FULL PREFIX ECHTORECINE/CTIRH SRR EE .. [l
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE AFPR
j : DEFICIENCY)
{F 490} | Continued From page 30 {F 490}
- | facility developed a Side Rail Assessment Policy
with the involvement of the Medical Director to
include the utilization of the evaluation for the use
| of side rails. The facility provided evidence of
side rail assessments for all residents, and
removal of side rails when indicated, and
evidence bed zone measurements were obtained
to reduce or eliminate entrapment risk, The -
facility provided evidence Falf Risk Assessments,
Pre-Restraint Assessments, and Physical
Restraint Assessments were completed. The
facility provided evidence of in-service for all staff
and randorm audits to ensure compliance.
The facility will remain out of compliance at a *E"
{ level until it provides an acceptable plan of
correction to include continued monitoring to
ensure the deficient practice does not recur and
the facility's corrective measure could be
reviewed and evaluated by the Quality Assurance
Commiittee.
{F 501} | 483.75(i) RESPONSIBILITIES OF MEDICAL {F 501} F501
ss=F | DIRECTOR
The facility must designate a physician to serve 4!.33'?5(]) Responsible of Medical
as medical director. : Director
The medical director is responsible for S8=E
implementation of resident care policies; and the
coardination of medical care in the facitty. Requirement:
This REQUIREMENT is niot met as evidenced: The facility must designate a
—bBy: it 0 physician to serve as medical
S ased=ormedi TeCOTUTEVIEWS TGl y-policy- director. The medical di : S
| review, observation and interview the Medical - responsible for impl dm:ct:ar ®
Director failed to provide oversight and participate . oF Linplementation of
in the development of policies and procedures to resident care policies; and the
FORM CMS-2567(02-88) Previous Versions Obsolete Event ID:9D8D12 Facllity 10: TNG201 If continuation sheet Page 31 of
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DEFARTIMIZNG GF 1AL TH AN UG TG e OMFBO[\RIg %F;!';Iéf(]\;t II 1.
CENTERS FOR MEDICARE & MEDICAID SERVICES e sifmr;v .
STATEMENT QF DEFICIENCIES (X1) PROVIDERISUDI'AN RIGLIA (%2) MULTIFLE GONSTRUGTION, {xa}coh'.r;LETED-
AND PLAN OF CORRECTION IDENTIFICATION MUMER: & UGG R
445457 B WS 0311212012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
465 |SBILILLRD
EAST TENNESSEE HEALTH CARE MADISONVILLE, TN 37354
PROVIDER'S PLAN OF CORRECTION X0y
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D O CORRECTIVE ACTION SHOULD BE L
CH DEFICIENCY MUST SE PREGEDED BY FULL FPREFTX (EA DATE
PF;EZ'D( R(ESULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERESEEIEI-ITE?SE’]E APPROPRIATE

{F 501} | Continued From page 31

ensure resident safety and ensure that residents
with restraints were properly assessed, managed,
and restraint reduction or elimination was
implemented where appropriate.

The facility provided a Credible Allegation of
Compliance on March 5, 2012, A revisit
conducted on March 12, 2012, revealed the
corrective actions implemented on March 5,
2012, removed the Immediate Jeapardy.
Non-compliance for F-221 continues at a "E" level
citation (potential for more than minimal harm).

The findings included:

Validation of the Credible Allegation of
Compliance was accomplished through medical
record review, review of facility policy,
observation, and interview with the nurses,
nursing assistants, and administrative staff. The
facility developed a Side Rail Assessment Policy
with the involvement of the Medical Director to
include the utilization of the evaluation for the use
of side rails. The facility provided evidence of
side rail assessments for all residents, and
removal of side rails when indicated, and
evidence bed zone measurements were obtained
to reduce or eliminate entrapment risk. The
facility provided evidence Fall Risk Assessments,
Pre-Restraint Assessments and Physical
Restraint Assessments were completed. The
facility provided evidence of in-service for all staff
and randormn audits to ensure compliance,

{F 501}|  coordination of medical care in the

| facility.

! Corrective Action Plan:

| 1. The facility’s Medical Director

' was made aware by the
Administrator on 2/8/12 that the
facility had received immediate

~ jeopardy level deficiencies

 including F 490 for the manner in

~ which the facility has been

- administrated. The Quality
Assurance Committee met with
the Medical Director on 2/23/12
to review deficiencies sited during
the facility’s recent annual survey.
The Administrator reviewed the
literature on The Food and Drug
Administration Hospital Bed
System Dimensional and
Assessment Guidance to Reduce
Entrapment dated March 10,
2006. During the meeting with
the Medical Director, the
Administrator also reviewed the

| — -Thefacility-will-femain-outof-compﬁance*ai a'E
level until it provides an acceptable plan of
correction fo include continued monitoring to
ensure the deficient practice does not recur and

role of the Medical Director and
the Quality Assurance process,

FORM CMS-2567(02-89) Previous Verslons Obsolate Event ID:9D8D12

Facility ID; TN6201 If continuation sheet Page 32 of 38
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frrabdblan s e
ORI AFPFRQVE

OMB NQO. 0938-03¢

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES {%1) PROVIDER/SUPPLIERIGLIA (%2) MULTIPLE. CONSTRUCTION (X3} DATrE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; COMPLETED

A BULDING =k R
445457 REVIING 03/12/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE, ZIP CODE
465 ISBILL RD
EAST TENNESSEE HEALTH CARE MADISONVILLE, TN 37354
SUMMARY STATEMENT OF DEFICIENGIES | PROVIDER'S PLAN OF CORRECTION {%5)
S (EAGH DEFICIENCY MUST BE PRECEDED BY FULL . (EACH CORRECTIVE ACTION SHOULD BE SO SR
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
{F 501} | Continued .ZI‘OT pig; 31 ) at residerts {F 501}| assisting the facility with
ensure resident safety and ensure residen Caa i :
with restraints were properly assessed, managed, '; identifying p roblems, evaluating,
and restraint reduction or efimination was | and addressing concerns to
implemented where appropriate. ' improve resident outcome
The facility provided a Credible Allegation of ' through the development and
1 Compliance on March 5, 2012. A revisit . revision of poliey and procedures
conducted on March 12, 2012, revealed the ; dad potiey e
corrective actions implemented on March 5, He8 Hesoed.
2012, removed the Immediate Jeopardy.
Non-compliance for F-221 continues at a "E" level ' 2. The Nursing Administration
citation (potential for more than minimal harm). Staff (Director of Nursing,
o Staffing Coordinator, and MDS
The findings included: : .
g Coordinator) reviewed all
Validation of the Credible Allegation of residents using side fails,
Compliance was accomplished through medical assessing and coding the
record review, review of facility policy, - resident’s assessment correctly.
abservation, and interview with the nurses, _ Residents usi ide rajls
nursing assistants, and administrative staff. The 5 usm.g sice e !
facility developed a Side Rail Assessment Policy restramnt were identified and care
with the involvement of the Medical Director to planned accordingly. A
"}c“flc?; th_? ut_ilf_iﬁah;gn Ioti; the e\:‘jalgaticn for thefuse comprehensive assessment was
of stde rails. The facility provided evidence o - leted: i i
side rail assessments for all residents, and com&!:l]ﬁetded, mte:;ivilnnons ere
removal of side rails when indicated, and T ———— and placed on
evidence bed zone measurements were obfained the individuals care plan. The
to reduce or eliminate entrapment risk, The ° Admipistration Team
facility provided evidence Fall Risk Assessments, - (Administrator, Director of
Pre-Restraint Assessments and Physical Nursing, and Assistant Director of
Restraint Assessments were completed. The Nursing, MDS C :
facility provided evidence of in-service for all staff UISI0E, oort_hnator, .
and random audits to ensure compliance. Maintenance Supervisor, Social
o - Services Director, Activity
1 rovices an acceptable plan o i
correction fo include continued monitoting to %u Lesoalc'l,cBﬁI%kkeeper, Lherapy
‘| ensure the deficient practice does not recur and s g AR Program
FORM CMS-2567(02-99) Provious Versions Obsolete Event (D:9D5D12 Facliity Iy: TNE201 lf continuation sheet Page 32 ef !
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STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBIR:

(%2) MULTIPLE CONSTRUCTION

(X3) DATE SURVEY
COMPLETED

A BULDING R
445457 B ND 03/12/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
EAST TENNESSEE HEALTH CARE ‘I’:’IG:I;EI':E;SI?.LE ™ .37354
(%4) ID SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN C;F CORRECTION {X5)
Lisl b (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE b2 il
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSSREFERENCED TO g{-{}& APPROPRIATE BATE
DEFIC
{F 501} | Continued From page 31 {F501}| Manager, and/or Medical
en“s1ure resident safety and ensure that residents Director) developed a Side Rail
with restraints were properly assessed, managed, : U IT R
and restraint reduction or elimination was , Policy “:ﬂh th(:: mvolvefncnt of
implemented where appropriate. . the Medical Director with
' - implementation on 2/28/12 to
.ghe fa'oility provided a Credible Allegation of _ include the utilization of the
ompliance on March 5, 2012. A revisit : ion for 1 i
conducted on March 12, 2012, revealed the EZEI ustion o the e of Huk
corrective actions implemented on March 5, : Assessment.
2012, removed the Immediate Jeopardy. . . .
Non-compliance for F-221 continues at a "E" level 3. The Administrator reviewed the
citation (potential for more than minimal harm). functions and responsibilities with
The findings included: Medical Director on 2/23/12. The
S " Administrator and/or Director of
alidation of the Credible Allegation of : i i i i
Complianc_:e was accomplished through medical I\T_m'smg will notldfy e Medmal
record review, review of facility policy, Dirccior as needed regarding issues
obfsgrrlvatlon_. s?;dtsintenéiax; with the nurses, that requires the revision and/or
nursing assistants, and administrative staff. The ici
facility developed a Side Rall Assessment Policy development of policics and
yvrt? :Ihe t;f['mrtzamr{._\mGn’n of the Medical Director to procedures to meet the needs of
include: the utilization of the evaluation for the use resident and/or staff,
ofﬂsude;aﬂs. The facility provided evidence of ’
side rail assessments for all residents, and ini i i
removal of side rails when indicated, and 4. (8) The Administrator will review
tevgince bed Izm;e measurements were obtained the functions of the Medical Director
o reduce or eliminate entrapment risk. The i
facility provided evidence Fall Risk Assessments, Hieongie raniiom. andifs and ensure
Ere—hfi‘estraint Assessmenis and Physical that the development/revision of
esiraint Assessments were completed, The olicies or systems is i
st S _ : completed in
facility provided evidence of in-service for all staff pth arterl > A : *
and random audits to ensure compliance. ¢ quarterly QA meeting and as
o needed.

' T_::—;‘_?i_e]fa.@thﬁtﬂ!ﬂlkmnlain:oubo&omnﬁameﬁfa*F" = o
evel untif it provides an acceptable plan of ini ~
correction to include continued monitoring to (b.) The Adm_lms-tr a_tor'and :

‘| ensure the deficient practice does nof recur and Director of Nursing will review
FORM CMS-2567(02-89) Previous Verslons Obsolete Event ID:908D12 Facllty I0: TNG201 If continuation sheet Page 32 of !
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CLNTERS FOR MEDICARE 8 MEDICAID SERVICES OMB NO. 0935-03¢
¢ TATEMENT OF DEFICIENCIES (X1) PROVIDIERISUPPLIT RIGHIA (%2) MULTIPLE C:ON3TRUCTION W?ggﬁf&_’[ﬁa\g*
A1) PLAN OF CORRECTION IDENT IFIGAT IO NUREDT R: " :
! v HUILDING . R
445457 BWNG ' 0371212012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
465 [SBILL RD )
EAST TENNESSEE HEALTK CARE . MADISONVILLE, TN 37354
: F CORRECTION (X5}
(X4) IO SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN O e L .
ST EDED BY FULL PREFIX (EACH CORRECTIVE ACTION SH
i E{EQE:AQI%?;?%%CES% IE?EI\?T!TEFF;T\IES INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)
{F 501} | Continued From page 31 {F 501} patient information with the
e[ttﬁure :esjdtgnt safety and]ensure meadt residentsd | interdisciplinary team in the
with restraints were properly assessed, managed, . . 2 L
and restraint reduction or elimination was : mommg-QA meeting, ?llsbm'smg
implemented where apprapriate. information to appropriate
. . ; i idents, an
The facility provided a Credible Allegation of care-gwers, residents, an-df or
Compliance on March 5, 2012. A revisit family members to obtain the
mnduqted on Man;h 12, 2012, revealed the  residents highest physical
corrective actions implemented on March 5, ' function d hosocial
2012, removed the Immediate Jeopardy. | TAOCHORINg AL ES}:‘C ERE
Non-compliance for F-221 continues at a "E" fevel needs. The Administrator and/or
citation (potential for more than minimal harm), ! Director of Nursing will notify
The fi ndings included: E the Medical Director as needed
VTR e G il i | regarding issues that requires the
aligation of the Credible Allegation o 6 oo mn
Compliance was accomplished through medical restEon and/or development of
record review, review of facility policy, ' policies and procedures to meet
observation, and interview with the nurses,  the needs of resident and/or staff.
nursing assistants, and administrative staff. The ' '
facility developed a Side Rail Assessment Policy
with the invaolvement of the Medical Director to
include the utilization of the evaluation for the use .
of side rails. The facility provided evidence of Completion Date: 3/22/12
side rail assessments for all residents, and
removal of side rails when indicated, and
evidence bed zone measurements were obtained
to reduce or eliminate entrapment risk. The
facility provided evidence Fall Risk Assessments,
Pre-Restraint Assessmenfs and Physical
Restraint Assessments were completed. The
facility provided evidence of in-service for all staff
and randon_n audits to ensure compliance.
J=————Fhefacility-wilremain-outof-compliance-ataE
level until it provides an acceptable plan of
| correction to include continued monitoring fo
| ensure the deficient practice does not recur and

FORM GAS-2567(02-99) Previous Versions Obsolete Event ID:8D8D12 Facﬂm’ 1D: TNEZO‘I If continuation sheet Page 32 of .
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The facility must provide or obtain laboratory
services to meet the needs of its residents. The
facility is responsible for the guality and fimeliness
of the services.

This REQUIREMENT is not met as evidenced
by:

Based on medical record review and interview,
the facility failed to obtain laboratory tests timely
for three residents (#7, #41, and #60) of forty
three residents reviewed.

The findings included;

Resident #7 was admitted to the facility on
January 5, 2012, with diagnoses including
Dementia with Depression, Atrial Fibrillation, and
Anxiety.

Medical record reviéw of the Interdisciplinary Plan
of Care dated January 17, 2012, revealed "...risk
for falls...risk for bleeding R/T (related to)
anticoagulant use...labs as ordered.. "

Medical record review of the Physician Admission
Qrders dated January 5, 2012, revealed “...repeat
PT/INR (Prothrombin Time/International Ratio-lab
test that measures blood clotting) next PT/INR

KA1 | (eaGH DERGIENGY MUST BE PREGEDED BY FuL PREFIX (e GORRECTIVE AGTION SHOULDBE | CoNFLEmon
TAG REGULATORY OR LSC [DENTIFYING INFORMATION) TAG cﬂossnevenegggg Ig: é‘l;lJE APPROPRIATE
{F 501} | Continued From page 32~ {F 501}
the facility's comective measure could be
reviewed and evaluated by the Quality Assurance
Committee. _
{F 502} | 483.75(j){1) ADMINISTRATION {F502}| psp
85=D

. )

u il VA

483.75 (j)(1) Administration
§8=D
Requirement:

The facility must provide or obtain
laboratory services to meet the needs
of its residents. The facility is
responsible for the quality and
timeliness of the services.

Corrective Action Plan:

1. (a) Resident #7 had a PT/INR
completed on 2/14/12 by the charge
nurse with findings reported to the
physician.

(b) Asof2/21/12 resident #41 has
had PT/INR labs completed as
ordered.

(¢) As of 2/21/12 resident #60 has
had PT/INR labs completed as

Medical record of a Physician's Telephone order ordered.
dated January 12, 2012, revealed "...Repeat
FORM CMS-2567(02-68) Previous Versions Obsolete Event ID; 808D12 If continuation sheet Page 33 of 38
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FORM CMS-2567(02-59) Previous Verlons Obsolete

14/

AND PLAN OF CORRECTION A, BUILDING
445457 B 03/12/2012
NAME OF PROVIDER GR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
465 ISBILL RD
EAST TENNESSEE HEALTH CARE MADISONVILLE, TN 37354
8 TEMENT OF DEFICIENG PROVIDER'S PLAN OF CORRECTION gl
FREFTX (EAGH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE ek
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG cnnss-aepenagggg I;l;g ";r;i}e APPROPRIATE
{F 502} | Continued From page 33 {F 502}
PT/INR 2-3-12 DC (discontinue) order for PT/NR 2. The DON audited the Iabs for all
2.5.49 ‘ . patients receiving Coumadin on
_ ] | 3/16/12 wi i issi
Medical record review of the chart revealed no ' PTAINR witlne ndings Oty
PT/INR results for February 3, 3012, + FANR resuls.
Mediical record review of a Physician’s Telephone ' 3. Licensed nurses were in-serviced
order dated February 12, 2012, revealed ".. Draw on 2/17/1
PT/ANR on 2/14..." : PELELA MWIET a:11d H15/12 on
. the process for obtaining Jabs as
Medical record review of Laboratory results dated ' ordered.
February 14, 2012, revealed "...PT 17.0...INR I
2 27 ol 4. The Director of Nursing'or
Interview with Director of Nursing (DON) on - desigaee will conduct random chart
February 13, 2012, at4:00 p.m., confirmed the audits weekly to ensure that PT/INR
resudeqt_s PT/INR was due February 3, 2012, and Jabs are completed as ordered for six
the facility failed to obtain the !aboratory {est. gﬁ) weeks, :Findings will be reported
Resident #41 was admitted to the facliity on in the morning QA meeting.
September 23, 2011, and readmitted to the
facility on October 24, 2012, with diagnoses
including Alzheimer's Disease, Deep Vein ; ; "
Thrombosis and Hypertension. Completion date: 372112
Medical record review of a Physician's Telephone
Order dated January 2, 2012, revealed
"...Continue Coumadin (anticoagulant) 10 mg qd
(every day) at 1600 (4:00 p.m.) repeat PT/INR
(measures blood clotting)...in 2 weeks (January
18, 2012)..."
Review of the medical record revealed no
laboratory results for PT/ANR on January 186,
2012
Medical record review of the Coumadin
Flowsheet dated January 2012, revealed
Event ID:808D12 Fachity 1D: TNG201
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x4 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EAGH DEFICIENCY MUST BE PREGEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

PROVIDER'S PLAN OF CORRECTION

(%5)
COMPLETION
DATE |

{F 502)

{F 520}
SS=E

Continued From page 34
v..1-19-2012...Lab result INR 2.1..."

interview with the Director of Nursing on February
14, 2012, at 11:10 a.m,, in the Nurse's Station,
confirmed the facility failed to ensure the
laboratory test was done timely.

Resident #60 was readmitted to the facility on
September 26, 2011, with diagnoses including
Pneumonia with Aspiration, Alzheimer's Disease,
Congestive Heart Failure, Weakness, and GERD
(Gastroesophageal Reflux Disease).

Medical record review of a Physician's Telephone
Order dated December 2, 2011, revealed

1"...recheck PTANR (measures blood clotting) in 1

week 12-16-11..."

Medical record review revealed no PT/INR was
completed on December 16, 2012.

Medical record review of the Coumadin
Flowsheet dated December 2011, revealed
"...12-19-2011.. Lab result INR 2.1.."

Interview with the Director of Nursing on February
14, 2012, at 11:10 a.m., in the Nurse's Station,
confirmed the facility failed fo ensure the
laboratory test was done timely.

483.75(0)(1) QAA :
COMMITTEE-MEMBERS/ME
QUARTERLY/PLANS

|

acility-must-maintain-a-quality-assessment-and

assurance committee consisting of the director of
nursing services; a physician designated by the
facility; and at least 3 other members of the

10
CORREGTIVE AGTION SHOULD BE
P?E'E;”‘ cégggljaamnsucen TO THE APPROPRIATE
DEFICIENCY)
{F 502}
F520
{F 520}
483.75 (0)(1) QAA Committee-
Members/Meet Quarterly/Plans
SS=E
Requirement:

FQRM CMS-2567(02-89) Previovs Versions Obsolete

Evant ID:9D8D12

Facllity ID: TNB201
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A. BUILDING R
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
465 ISBILL RD
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{Xa) 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
i A facility must maintain a quality
F 520} Co .
t ) nt rnlued RIOI RGeS {F 520} assessment and assurance committee
facility's staff, . . : .
consisting of the director of nursing,
The quality assessment and assurance services; a physician designated by
corfimittee meets at least quarterly to identify the facility; and at least 3 other
issues with respect to which quality assessment ; W .
and assurance acfivities are necessary; and rnenfbers of the facility’s staff. The
develops and implements appropriate plans of quality assessment and assurance
action to correct identified quality deficiencies. committee meets at least quarterly to
identify i ith respect to which
A State or the Secretary may not require 1den?1fy ki pe
disclosure of the records of such committee quality assessment and assurafice
except insofar as such disclosure is related to the activities are necessary; and develops
Compllance of SUC!T Goml:nittee with the and hnplements approprigta plans of
PeqUlrmnts of this sechiof, action to correct identified quality
Good faith attempts by the committee to identify deficiencies.
and corréet quality deficiencies will not be used as . - "
a basis for sanctions. Corrective Action Plan:
1. A special session of the Quality
This REQUIREMENT is not met as evidenced Assurance QA Committee
by (Administrator, Di
rinistrator, Director of
Based on medical record review, observation, ) R .
facility policy review and interview, the facility Nursing, and Assistant Director of
Lalleci fo ednsure the Quality Assurance Committee Nursing, MDS Coordinator,
eveloped and implemented plans to address . : :
resident safety related to the use of full side rails Man?tcnami:e Superws?r: Social
likely entrapment and fallsfor three residents Services Director, Activity
%41}#1'?6‘1#6& of forty-three residents reviewed. Director. Food Service
e facility’s failure placed resident's #41, #18, -
and #60, and any resident who used full side rails Supervisor, Bookkeeper, Therapy
n I“’!&“Edlate Jeopardy (situation in which a Team Leader/Therapy Program
provider's noncompliance with one or more i
requirements of participation has caused oris , Man ABes, sndine Micica
likely to_cause.serious-ham injury, impairment.or Director) was held on 2/23/12 by
death). the Administrator. The
The facility provided a Credible Allegation of committee reviewed the results of
FORM ChS-2507(02-50) Previous Versionz Obzolote Event (D:9D6D12 Faciity 1D: TNG201 If continuation sheet Page 26 of 38
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The quality assessment and assurance
committee meets at least quarterly to identify
issues with respect to which quality assessment
and assurance activities are necessary; and
develops and implements appropriate plans of
action to correct identified quality deficiencies.

A State or the Secretary may not require
disclosure of the records of such committee
except insofar as such disclosure is related to the
compliance of such committee with the
requirements of this section,

Good faith attempts by the committee to identify
and correct quality deficiencies will not be used as
a basis for sanctions.

This REQUIREMENT is not met as evidenced
by:

Based on medical record review, observation,
facility policy review and interview, the facility
failed to ensure the Quality Assurance Committee
developed and implemented plans to address
resident safety related to the use of full side rails
likely entrapment and fallsfor three residents
(#41, #18, #60) of forty-three residents reviewed.
The facifity's failure placed resident's #41, #18,
and #60, and any resident who used full side rails

in Immediate Jeopardy (situation in which a
provider's noncompliance with ohe or more
requirements of participation has caused oris

Jikely_to_cause.serjcus.harmrinjumimpaiment:.-r
death).

|I The facility provided a Credible Allegation of

FORM CMS$-2567(02-99) Previous Verzions Obsolete

Event ID: 908012

provided as needed for
Facifty ID; TNG201

and implementation of the plan of

‘correction to remove the

immediate jeopardy. A Side Rail
Policy was developed by the QA
Committee and the Medical
Director with implementation on
2/28/12 for the assessment of all
residents for the use of side rails,
the review of MDS’s and Care
Plans to ensure current
interventions and accuracy; the
review of Qccurrences/Events i.e.
Falls (including, but not limited
Evaluation for the use of Side
Rails, Pre-Restraint, Physical
Restraint Assessment, Carc Plans,
Nurse Event Note Investigation,
Nurse Aide Communication
Sheet, Root Cause Analysié for
appropriate [nterventions
including the FROG Program,
and telephone orders); the
monitoring by the Administrative
staff to ensure systems are
followed and revised as needed;
and to.ensure staff training is

STAYEMENT OF DEFICIENCIES {¥%1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION {xa) &;\;E CSEUTI;\;EY
AND PLAN OF CORREEGTION IDENTIFICATION NUMBER: - =L
A, BUILOING R
245457 8. WiNG 03/12/2012
NAME DF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
ARE 465 ISBILL RD
EAST TENNESSEE HEALTH C MADISONVILLE, TN 37354
3 RECTION (Xs)
¥4} 1D SUMMARY STATEMENT OF DEFICIENCIES 0] PROVIDER'S PLAN OF COR
rf'ms}m (EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SFL?{%LF?R?ETE CONPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE AP
DEFICIENCY)
. lne annual survey as expressed
{F 520} Continued From page 35 {F520}|  during the survey exit with the
facility's staff. review of the immediate specifics

l?contfnuation sheet Page 36 of 38
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facility's staff.

The quality assessment and assurance
committee meets at least quarterly to identify

| issues with respect to which quality assessment
and assurance acflivities are necessary; and
develops and implements appropriate plans of
action to cotrect identified quality deficiencies,

A State or the Secretary may not require
disclosure of the records of such committee
except insofar as such disclosure is related to the
compliance of such committee with the
requirements of this section.

Good faith attempts by the committee to identify

and correct quality deficiencies will not be used as
a hasis for sanctions.

;’his REQUIREMENT is not met as evidenced
y:

Based on medical record review, observation,
facility policy review and interview, the facility
failed to ensure the Quality Assurance Committee
developed and implemented plans to address
resident safety related to the use of full side rails
likely entrapment and fallsfor three residents
(#41, #18, #60) of forty-three residents reviewed.
The facility's failure placed resident's #41, #18,
and #60, and any resident who used full side rails
in Immediate Jeopardy (situation in which a
provider's noncompliance with one or more
requirements of participation has caused or is

. .-L!ik.ely_tomuseserious,harmf.injuny,impaimqent or

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {(¥2) MULTIPLE CONSTRUCTION (XGJCDS’EI%LSEUT!E\SZ Y
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
A, BUILDING R
445457 ReVIng 03/1212012
NAME OF PRQVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4565 I1SBILL RD
EAST TENNESSEE HEALTH CARE MADISONVILLE, TN 37354
%5)
X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION {
Kanlhn (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTVEACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIA
DEFICIENCY)
; . processes/systems implemented.
{F 520} | Continued From page 35 {F 520} ' -

death).

The facility provided a Credible Allegation of

FORM CMS-2567(02-89) Pravious Verslons Obsolete

Evant D:9DED12

Foelll, . 10207

: The QA Committee will review

- audit results related to the annual

' survey (list not all inclusive:

| restraints, side rail assessment,

. side rail measurements, Pre-

'~ Restraint Assessment, Physical

' Restraint Assessment, MDS’s,

- Care Plans, Occurrences)
discussing and modifying systems
as needed to maintain
comuliance.

2. The Nursing Administration

Staff reviewed all residents using

side rails, assessing and coding

the resident’s assessment
correctly. Residents using side
rails as a restraint were identified

and care planned accordingly. A

comprehensive assessment was

completed; interventions were
modified as needed and placed on
the individuals care plan. The

Administration Team developed a

Side Rail Policy with the

involvement of the Medical

Director with implementation on

2/28/12 to include the utilization

of the Evaluation for the use of

Side Rail Assessment.

If continuation sheet Page 36 of 3

M\

)¢



pa/B2/2012 B8:11 47234424465 EAST TN HEALTH CARE PAGE 99/99
PRINTLD Qe
PTATTTLAL T L Tl TR AND HUMAN SLRVICES EORM APPROVED:
CENTERS FOR MEDICARE & MEDICAID SERVICES QOMB NO. 0838-0381
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORREGTION (x5)
%‘gégc (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED T THE APPROPRIATE
. . . DEFIGIENCY)
3. The QA Committee received
{F 520} | Continued From page 35 {F 520}| ip-service training by the
facility's staff.

- likely f0_cause.serious_harm injury,impairment-or

The quality assessment and assurance
commitiee meets at least quarterly to identify
issues with respect to which quality assessment
and assurance activities are necessary; and
develops and implements appropriate plans of
action to correct identified quality deficiencies.

A State or the Secretary may not require
disclosure of the records of such committee
except insofar as such disclosure is related to the
compliance of such committee with the
reguirements of this section,

Gooad faith attempts by the committee to identify
and correct quality deficiencies will not be used as
a basis for sanctions.

This REQUIREMENT is not met as evidenced
by:

Based on medical record review, observation,
facility policy review and interview, the facility
failed to ensure the Quality Assurance Committee
developed and implemented plans to address
resident safety related to the use of full side rails
likely entrapment and fallsfor three residents
(#41, #18, #60) of forty-three residents reviewed.
The facility's failure placed resident's #41, #18,
and #60, and any resident who used full side rails
in Immediate Jeopardy (situation in which a
provider's noncompliance with one or more
requirements of participation has caused oris

and Procedures; Daily QA

Service, Patient Care and

not limited to: Center for

death).

The facility provided a Credible Allegation of

P S

~ Administrator and the Regional
. Nurse Consultant on 2/21/12,

' 2/22/12, and 2/23/12. The in-

| service covered but was not

' limited to: facility QA Policies

" morning meetings; Monthly QA
 (Leadership team, Customer

Service); and Quarterly QA (goal
setting, brainstorming, root cause
analysis, etc.) The QA Committee
will address concerns identified
during the above meetings as
needed, implementing guidelines,
modifications with the assistance
of the Medical Director to resolve
reduce or eliminate concerns
idenﬁﬁed‘ The team will review
alerts from agencies such as, but

Medicare Services, Tennessee
Health Care Association, and Q-
Source to ensure appropriate
measures are taken to obtain the
goals associated with agency
recommendations. Information

FORM CMS-2567(02-98) Previous Versions Obaslele

Event 1D:9D8D12

Facllty ID: TNG201
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(x4) ID SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION (5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE FOEIETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
_ _ DEFICIENCY)
) discussed in the QA Committee
{F 520} | Continued From page 35 {F 520} slTl.ID dish eth e
facility's staff. P s
department personnel to improve
The quality assessment and assurance patient care and services by a QA
committee meets at least quarterly to identify ' : -
issuies with respect to which quality assessment representative through iraining
and assurance activities are necessary; and ‘and educational sessions.
develops and implements appropriate plans of
action to correct identified quality deficiencies. i % i
. ‘4. The Administrator or Director of
?Stlate or the Secretary may not require Nursing will review facility audits in
isclosure of the records of such committee rhin : '
except insofar as such disclosure Is related fo the :mc.) g QA_‘ meetings (Monday- i
compliance of such committee with the Friday) and in the quarterly QA
requirements of this section, ‘meeting to review areas that have
Good faith attempts by the committee to identify improved and/or may need revisions.
ar;)d cprirgq:t quality deficiencies will not be used as Action plans will be developed when
a 5 i . . .
pRrehdons; a practice is determined to be
' deficient; the committee will monitor
;‘:'rs REQUIREMENT is not met as evidenced until compliance is met.
Ba_s.ed Oh medical record review, observation,
faplhty policy review and interview, the facility
;atlec: to ensure the Quality Assurance Gommittee For Clarification Purposes: The
eveloped and implemented plans to address itt i i
A mmi edical
r_esrdent safety related to the use of full side rails qu Lo uee‘: cfonmsts Of.hf-i
likely entrapment and fallsfor three residents Director, Administrator, Diréctor of
%‘:H : #'{I%#Gfﬂ)l of forty-three residents reviewed. Nursing, Assistant Director of
© tacility's failure placed resident's #41, #18, : g
and #60, and any resident who used full side rails Nursing, MDS Coordinator(s),
in Im dmediate Jeopardy (situation in which a Bookkeeper, Food Service
provider's noncompliance with one or more i ial W
requirements of participation has caused oris Su;?em.sm, Sopflal oL
..___llkely‘to.caus&serjous_hann,.injuq',impairmentﬂr Maintenance Director and/or
death). Maintenance Assistant, Activities
The faility provided a Credible Allegation of . Director. Direct caregivers (tist not

FORM CMS-256T(02~99}Previuus Versions Obaclete Even( ID:0D8D12
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NAME OF PROVIDER OR SUPPLIER
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F CORRECTION {X6)
ID SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN O
FREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH GORRECTIVE AGTION SHO%L'ER?ETE ConPLETaN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIA
DEFICIENCY)
: all inclusive: Licensed Nurses,
{F 520} | Continued From page 35 {F 520}

facility's staff.

The quality assessment and assurance
committee meets at least quarterly to identify

and assurance activities are necessary; and
develops and implements appropriate plans of
A State or the Secretary may not require

disclosure of the records of such committee

compliance of such committee with the
requirements of this section.

a basis for sanctions.

This REQUIREMENT js not met as evidenced
by:

Based on medical record review, observation,
facility policy review and interview, the facility

developed and implemented plans to address
likely entrapment and fallsfor three residents
The facility's failure placed resident's w41, #18,
in Immediate Jeopardy (situation in which a

provider's noncompliance with one or mare
requirements of participation has caused or s

ﬁ____(_likelyjo.causesedousharmrinjuryrimpaim:enter

death),

The facility provided g Credible Allegation of

issues with respect to which quality assessment .

action to correct identified quality deficiencies,

except insofar as such disclosure js related to the

Good faith attempts by the committee to identify
and correct quality deficiencies will not be used as

failed to ensure the Quality Assurance Comrnitlee
resident safety related to the use of full side rails
(#41, #18, #60) of forty-three residents reviewed.

and #60, and any resident who used full side rails

CNA'’s, Restorative, Therapy) may
‘be in attendance.

Completion Date 3/22/12
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Compliance on March 5, 2012. A revisit
conducted on March 12, 2012, revealed the
corrective actions implemented on March 5,
2012, removed the Immediate Jeopardy.
Non-compliance for F-221 continues at a "E” level
citation (potential for more than minimal harm).

The findings included:

Validation of the Credible Allegation of
Compliance was accomplished through medical
record review, review of facility policy,
observation, and interview with the nurses,
nursing assistants, and administrative staff. The
facility developed a Side Rail Assessment Policy
with the involvement of the Medical Director to

{ inclucie the utilization of the evaluation for the use
of side rails. The facility provided evidence of
side rail assessments for all residents, and
removal of side rails when indicated, and
evidence bed zone measurements were oblained
{o reduce or eliminate entrapment risk. The
facility provided evidence Fall Risk Assessments,
Pre-Restraint Assessments and Physical
Restraint Assessments were completed. The
facility provided evidence of in-service for all staff
and random audits to ensure compliance. The
facility conducted a special session of the Quality
Assurance committee on February 23, 2012, to
review the Side Rail Assessment Policy for the
assessment of all residents for the use of side
rails, the review of Minimum Data Sets and Care
Plans to ensure current interventions and
accuracy; the monitoring by the Administrative
staff to, ensure systems are followed and revised
as needed; and to ensure staff training is
provided as needed for processes/systems
implemented.
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AND PLAN OF CORRECTION 1119111 1A TION NUMIH T2 COWPLETED
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445457 BTG 03/12/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE, ZIP CODE
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The facility will remain out of compliance at a “E"
level until it provides an acceptable plan of
correction to include continued monitoring to
ensure the deficient practice does not recur and
the facility's corrective measure could be
reviewed and evaluated by the Quality Assurance
Committee.
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